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FOREWORD 


The QuarrerLy Review or SurGeRY, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins and reports of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 

. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—B. Hernia . Proctology 

. Tumors 10—C. Peritoneum . Genitourinary Surgery 

. Neurosurgery 10—D. Stomach and . Gynecologic Surgery 

. Head and Neck Duodenum . Vascular Surgery 

. Plastic Surgery 10—E. Intestines . Orthopedic Surgery 

- Thyroid and Parathyroid 10—F. Appendix . Traumatic Surgery 

. Thoracic Surgery 10—G. Liver and Biliary 17. Miscellaneous 

. Breast Tract . Book Reviews 


AD 


8 
9 


It is believed that the above outline will assist the reader to quickly locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obs/etrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 


. The Menstrual Cycle 
Including Diagnostic Tests The Vulva and Vagina 
. Pathologic Pregnancy . The Uterus Including Cancer 
. Ectopic Pregnancy, Hydatid Mole, of the Uterus 
Chorionepithelioma . The Adnexa (Physiology and Pathology) 
. Normal Labor Including Anesthesia . Operative Gynecology 
and Analgesia . Sterility and Fertility 
. Pathologic Labor Including . Female Urology 
Operative Obstetrics . Miscellaneous 
. Pathology of Newborn . Book Reviews 
. The Puerperium 


. Normal Pregnancy 
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surgery abstracts 


TUMORS 


63. The Improvement of Diagnostics of Tumors of the Epigastrium by Means of 
Transparietal Splenoportography. 3. ROSCH, J. BRET, AND M. LISKOVA, Prague, 
Czechoslovakia. Casop. lék. Gesk. 96:540-547, 1957. 


After 225 examinations performed without any complications, the authors con- 
sider splenoportography a safe method. According to their experience, the most 
acceptable examinations are those done under fluoroscopic control and with aimed 
puncture, as they make the punctures of small spleens much easier and essentially 
lower the, number of unsuccessful examinations and complications. The article 
contains a brief description of the technique of examination done under fluoro- 
scopic control, a normal pattern based on 24 normal splenoportograms, and a 
pathologic pattern. The dilatation. the abnormal winding and deformations of the 
veins, their unsatisfactory filling, the persistence of contrast filling, and formation 
of collateral veins are considered pathologic symptoms. The article is based on 
the authors’ personal experience with 77 examinations of 72 patients suffering from 
epigastric tumors and on study of the literature so far published on this topic. 
The main contribution of splenoportography is the improvement of the diagnosis 
of tumors of the liver. Small solitary tumors are most evident in the phase of 
opacity; whereas with big or multiple tumors the changes are evident in both main 
phases of liver filling, on the venogram, and during the opacity. It is possible to 
find by means of a splenoportogram a tumor from | to 1.5 em. in size where the 
tumor is in the right lobe. Tumors situated in the left lobe are difficult to find. 
Further, splenoportography offers a great improvement in the diagnosis of tumors 
of the body and cauda of the pancreas and of tumors of the retroperitoneum, where 
it can be used not only for diagnosis but also for judging whether the tumor can be 
excised. The possibilities of an early diagnosis here are, however, limited by the 
relation of the tumor to the splenoportal vein and by the direction of its growth. 
In gastric tumors, splenoportography helps to make the preoperational diagnosis 
more accurate and thus contributes to a decision as to operability, for it shows the 
metastases in the splenic hilum, in the vicinity of the pancreas, in the ligamentum 


hepatoduodenale, and when the tumor invades the pancreas. With tumors of the 
gallbladder and of the right and left flexure of the colon, splenoportography also 
helps the surgeon decide about the operability of the tumor, as it shows the inva- 
sion of the tumor into its proximity and thus tells its size. With renal tumors, 
splenoportography is not a great help and is indicated only when the signs of the 
tumor are atypical and show a defect in the portal system. 30 references. 9 
figures. 1 table.—Author’s abstract. 


This apears to be an advance in diagnosis. However, I believe that an exploration 
of the abdomen should be made.—-Donald \. Trueblood. 


64. Tumors of the Adrenal Glands. soun w. RAKER, Boston, Mass. Am. J. Surg. 
95:353-358, March, 1958. 


Tumors of the adrenal gland may arise from medullary or cortical tissue. The 
first variety, pheochromocytoma, is derived from chromaffin tissue and may be 
found at other sites where this tissue normally is present, but is most often found 
in the adrenal. Functioning pheochromocytomas produce epinephrine and nor- 
epinephrine in varying quantities, and the symptoms produced by the tumors vary 
according to the relative amounts and the physiologic effects of these two chemicals, 
which they release into the blood. Hypertension, either episodic or sustained, 
sweating, vasomotor phenomena, fever, glycosuria, elevated basal metabolism rate, 
and smooth muscle dysfunction are common findings associated with pheochromo- 
cytoma. A number of chemical and physiologic tests are available, but it is some- 
times necessary to carry out surgical exploration to exclude the presence of a tumor 
in doubtful cases. The operative and postoperative management of patients with 
pheochromocytoma requires surgical judgment and experience in handling the 
drugs that combat the hypertensive action of the tumor and the use of epinephrine 
and norepinephrine to maintain the blood pressure after the tumor has been re- 
moved. Tumors of the adrenal cortex are of several varieties, but perhaps the 
most interesting are those associated with Cushing's syndrome. This rare condi- 
tion may be associated with malignant or benign tumors of the adrenal cortex or 
with hyperplasia of the cortex. Cortical hyperplasia is the most common path- 
ological entity encountered, and it seems quite likely that there is an underlying 
causal relationship between the adrenal cortex and the anterior pituitary in this 
situation—this possibility was suggested by Cushing in his first description of the 
condition. Cushing's syndrome is manifested most commonly by muscular weak- 
ness; osteoporosis; the characteristic changes in physical appearance with moon- 
face, buffalo hump, heavy torso and thin extremities, and so on; striae; hypokalemic 
alkalosis; a diabetic glucose tolerance curve; elevated urinary 17-ketosteroids; ele- 
vated urinary |l-oxysteroids; and emotional disturbances. No one individual with 
the disease shows all its characteristic findings: the diagnosis must be made by a 
summation of the entire clinical picture. At surgical exploration, a tumor may be 
found and removed, an atrophic gland may be found. or hyperplasia may be en- 
countered. Atrophy of one adrenal cortex indicates the great likelihood of a tumor 
in the opposite gland; hyperplasia indicates that the process is bilateral and diffuse. 
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A newly described “nodular hyperplasia’’ may represent a stage between diffuse 
hyperplasia of the cortex and benign adenoma. For the treatment of the patient 
with Cushing’s syndrome associated with hyperplasia of the adrenal cortex, a 
bilateral subtotal resection of the adrenal glands is recommended, although some 
prefer bilateral total adrenalectomy.—A uthor’s abstract. 


NEUROSURGERY 


65. The Case Against Carotid Ligature in the Neck in the Treatment of Arteriovenous 
Anomalies of the Cerebrum. HENDRIK J. SVIEN AND J. P. HOOKER, Rochester, 
Minn. Proc. Staff Meet., Mayo Clin. 32:739-743, Dee. 25, 1957. 


A review of the literature and of our own cases indicates that carotid ligation 
in the neck is rarely beneficial, and occasionally is harmful, in the treatment of 
arteriovenous anomalies of the cerebrum. Observations derived from angiographic 
studies indirectly suggest a decrease of vascular pressure in the region of the lesion 
that results in shunting of blood destined for other portions of the brain into the 
lesion. Ophthalmodynamometer studies have demonstrated that ligation of the 
carotid artery in the neck lowers the pressures in the retinal artery and inferen- 
tially, the arterial pressure in the circle of Willis and the vessels deriving from the 
circle of Willis. Thus, if carotid ligation in the neck is done in a case of arteriovenous 
anomaly of the brain, the arterial pressure in the vessels in the lesion, which is 
lower than normal, is further lowered, with the likely result that more blood 
enters the anomalous vessels and less blood goes to the adjacent normal brain 
tissue. For these reasons, the authors believe that carotid ligation in the neck is 
fundamentally unsound as a treatment of arteriovenous anomalies of the cerebrum. 
12 references. 1 figure.—Author’s abstract. 


The point made is well taken, and studies of this kind are badly needed. It should 
be pointed out that ophthalmodynamometer studies have been shown to be somewhat 
less reliable than originally thought and do not give quantitative data regarding arterial 
pressures or cerebral blood flow. It is this latter data which is badly needed.—A., A. 
W., Jr. 


66. Follow-up Studies in Chemopallidectomy for Paralysis Agitans. MANUEL RIK- 
LAN AND LEONARD DILLER, New York, N.Y. J.A.M.A. 167:13-17, May, 1958. 


To study the effectiveness of chemopallidectomy in the treatment of paralysis 
agitans, two groups of patients were studied. Group | consisted of 141 consecutive 
patients who had undergone surgery from six months to two and a half years 
earlier, and group 2 of 173 patients who were evaluated for surgery but subse- 
quently not operated upon. Both groups were sent detailed questionnaires. One 
hundred and six of the patients in group | and 103 of those in group 2 returned the 
questionnaires. The operation itself consisted in producing a chemical lesion in 
the globus pallidus or ventrolateral nucleus of the thalamus by injection of alcohol. 
The questionnaire results indicated that definite relief of tremor and rigidity on 
the operated side was found in 93 per cent of the patients in group | but only in 
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9 per cent of those in group 2. The patients in group | revealed that they were less 
dependent on assistance in daily activities, and some of them had been able to 
return to gainful employment in spite of not having worked for several years. 
Those in group 2, on the other hand, showed continued deterioration with respect 
to self-care and occupational status. Three case histories are presented to demon- 
strate the beneficial effect of the operation upon the patients’ symptoms, with 
subsequent ability to carry out independent daily activity and in some cases 
achieve employment status. 5 references. 3 tables.—Author’s abstract. 


All workers in this field have struggled with a rather major problem of objectively 
evaluating improvement of function. This study is thus particularly welcome, since it 
represents the first major effort to evaluate functionally results of parallel series of 
surgically treated and untreated patients.—A. A. W., Jr. 


HEAD AND NECK 


67. A Surrey of Tongue Cancer over a Fifteen Year Period in a Ceneral Hospital. 
DONALD P. SHEDD, N. L. SCHMIDT, AND C. H. CHANG, New Haven, Conn. Surg., 
Gynec. & Obst. 106:15-24, Jan., 1958. 


A series of 91 patients with cancer of the tongue, seen at the Yale-New Haven 
Medical Center during the period 1940 to 1955, is reviewed. Thirty-five of the 
lesions were of the anterior two-thirds of the tongue; 56 were of the posterior third. 
Twenty-seven of the patients had lesions limited to the tongue itself with no 
spread to adjacent tissues and no lymph node involvement. More than one-half 
had cervical lymph node involvement on admission. The majority of the patients 
had some form of irradiation treatment. Composite resections were done in a small 
number of the patients during more recent years. The five year cure rate for the 
entire group was 20.4 per cent. The results are discouraging and point out the 
necessity for improvement in the approach to this problem. There is a definite 
place for greater employment of adequate ablational procedures in the face of 
proper indications. There is also a clear field for the use of moderate interstitial 
irradiation therapy in certain lesions. 8 references. 13 figures. 7 tables.— Author's 
abstract. 


68. Treatment of Cancer of the Tongue al Hartford Hospital, 1931-1952. x. wu- 
LIAM WAWRO AND ALBERT BABCOCK, Hartford, Conn. New England J. Med. 
258 317-322, Feb. 13, 1958. 


One hundred and twenty-eight patients with carcinoma of the tongue were 
treated at the Hartford Hospital between January, 1931, and December, 1952, 
using a variety of modalities—surgery, roentgen ray, and radium therapy—with an 
over-all five year survival rate of 20 per cent. Whereas radiation therapy and 
conservative surgery dominated the treatment of 73 cases between 1931 and 1944, 
the trend from 1945 to 1952, with 55 patients, was towards more aggressive radia- 
tion treatment using the radium needle implantation technique and also more 
radical surgery, particularly for the local lesions and the neck metastases. Im- 
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proved five year rates for the latter period (1945 to 1952) suggests that adequate 
surgery continues to be a method of choice for treating anterior tongue neoplasms 
and neck metastases. Adequate radiation therapy appears to be a method of 
choice for base of tongue lesions. Middle third neoplasms present an individual 
problem as to choice of treatment with variations dependent on the presence or 
absence of adjacent bone involvement, neck metastases, and other factors. Ap- 
propriate charts are included to demonstrate these points. 5 references. 1 figure. 
8 tables.— Author's abstract. 


THYROID AND PARATHYROID 


69. Critical Evaluation of Aspiration Biopsy in the Diagnosis of Tumors of the 
Thyroid. RUDOWsKI, Warsaw, Poland. Am. J. Surg. 95:40-44, Jan., 
1958. 


The author presents a critical evaluation of the diagnostic possibilities of aspira- 


tion biopsy in cases of thyroid tumors. The experience of the Oncological Clinic 


and the Central Outpatient Clinie for Thyroid Diseases in Warsaw proves that 
microscopic examination of aspirated biopsy material can be of value either in 
determining or supporting diagnoses. In 80 per cent of cases of thyroid tumors, 
definite or tentative diagnoses were established through aspiration biopsy. Definite 
diagnosis based on microscopic examination can be made of tumors of adequate 
size and homogenic structure. To obtain positive results, proper technique and 
wide experience with aspiration biopsy are essential. In the majority of cases, the 
method facilitates selection of patients and optimal choice of the therapeutic 
method. Aspiration biopsy can easily be performed on ambulatory patients 
without risk of subsequent complications and without increasing the dynamics of 
the neoplastic process, provided that adequate treatment begins immediately after 
establishment of the diagnosis. 6 references. 4 figures. | table.—Au/hor’s 
abstract. 


70. Carcinoma of the Thyroid. Review of Sirty-Four Cases. Jack B. JAY, B. G. 
STREETE, AND R. T. GANTS, Scott Air Force Base, Ill. Am. J. Surg. 95:45-50, 
Jan. 1958. 


Thyroid carcinoma is discussed from a therapeutic standpoint, illustrating the 
need for total thyroidectomy and radical neck dissection as the only logical method 
of treating carcinoma and its regional lymphatic spread. Carcinoma of the thyroid 
has suffered from a marked lack of standardization in its treatment. Contrary to 
some observers’ opinions, it is not a benign disease but one that can and will kill 
the patient. The high incidence (21.8 per cent) of contralateral intrathyroid 
metastases emphasizes the need for total thyroidectomy. Fifty-eight per cent of 
the authors’ patients had cervical metastases on admission, indicating the need for 
radical neck dissection in at least this group of patients. Illustrative slides indi- 
cating metastases from metastatic lesions are shown. In the authors’ opinion these 
‘rannot be removed except by radical neck dissection. External radiation therapy 
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and radioactive iodine have been shown to be ineffective in the treatment of this 
disease. Prophylactic radical neck dissections are discussed; it is the authors’ 
opinion that unless massive involvement of a thyroid lobe is present this operation 
is unnecessary. In most cases it is possible to palpate and excise significantly en- 
larged lymph nodes for frozen section biopsy through the routine collar incision. 
An outline of specific treatment to be used in specific problems of clinically nodular 
and proven thyroid carcinoma of the thyroid is given. 15 references. 3 figures. 
6 tables.— Author's abstract. 


Total thyroidectomy, I believe, is indicated if carcinoma is present. The radical 


neck dissection can be postponed till a suspicious node appears.—Donald V. True- 
blood. 


THORACIC SURGERY 


Tl. Results of Surgical Treatment of Cancer of the Esophagus. 3. L. LORTAT- 


JACOB AND P. ADRIAN, Paris, France. Bull. Assoc. frang. p. l'étude du cancer 
44:29-38, Jan.-March, 1957. 


This is a review of 562 patients operated on for cancer of the esophagus by the 
authors during an Il year period ending in August, 1955. A simple thoracotomy 
only was possible in 185 of these patients. Radical resection was performed on 308, 
with aortic uncrossing in 65, and without it in 243; the mortality due to surgery 
was 56 per cent in the first group and 26 per cent in the second. Palliative pro- 
cedures were used on 69 patients, with 20 deaths (29 per cent) due to surgery. The 
general mortality rate due to surgery depends on the seat of the cancer; it was 13 
per cent for the lower, 49 per cent for the midthoracic, and 79 per cent for the upper 
part of the esophagus. Though this rate has significantly decreased during the 
last few years, it is still high. Many of the anesthetic and technical procedures 
had to be improved in the beginning, especially during the period 1944 through 
1947; for example, during this period a series of 25 deaths occurred in 30 consecutive 
patients, and much courage was required to continue resection. The authors note 
that surgery was contraindicated only in patients with evident metastases or in- 
volvement of the respiratory tract, or in those presenting poor surgical risk for 
other reasons, such as cachexia, recent myocardial infarct, and so on. Only 160 
of the surviving patients could be followed up. Of these, 30 survived after two 
years, | after four years, 4 after seven years, and | after nine years. Where there 
had been involvement of the lymph nodes, none of the patients lived as long as two 
years. With palliative procedures, death nearly always occurred during the year 
following surgery. It appears that, in this type of carcinoma, surgery (associated 
with roentgen ray therapy in some cases) must remain the method of choice, since 
no other method affords comparable results. 7 tables.—Author’s abstract. 


These dismal results are characteristic of the disease, and it is probable that most of 
the survivors were in the group with carcinoma of the lower third. 11 is not certain that 
the authors’ results justify their conclusions.—M. M. R. 
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72. Clinical Experiences with Induced Cardiac Arrest During Intracardiac Surgical 
Procedures. CONRAD R. LAM, T. GAHAGAN, C. SERGEANT, AND E. GREEN, 
Detroit, Mich. Ann. Surg. 146:439-449, Sept., 1957. 


The advantages of a quiet as well as a bloodless heart during intracardiac opera- 
tions are evident. If the heart is allowed to beat during by-pass with the pump 
oxygenator, there is a continuous flow of blood from the coronary sinus that obscures 
the field and must be removed by aspiration, which produces trauma to the red 
cells. In early experiments on induced cardiac arrest, a solution of potassium 
chloride was injected into the left ventricle, and resuscitation was obtained by 
cardiac massage. Because of a high incidence of ventricular fibrillation, acetylcho- 
line was adopted as a preferred cardioplegic agent. It has been injected into the 
root of the aorta proximal to a clamp during general body perfusion with a pump 
oxygenator of the bubble type. Resuscitation of the heart beat is obtained by 
removing the aortic clamp, which permits the oxygenated blood to wash the 
acetylcholine out of the coronary arteries. Since October, 1955, induced cardiac 
arrest has been used as an adjunct in 80 intracardiac operations. Fifty-four of 
these operations were for the repair of ventricular septal defects. The other 26 
were for a variety of congenital and acquired defects, including tetralogy of Fallot, 
congenital aortic stenosis, atrioventricularis communis, triatrial heart, anomalous 
insertion of pulmonary veins without atrial septal defect, transposition of the great 
vessels, aneurysm of the ascending aorta, mitral insufficiency, and tricuspid insuffi- 
ciency. Resuscitation of the heart has not been a problem in any of the cases. 
Ventricular fibrillation has been rare and, when encountered, has been easily 
converted with one electrical countershock. The best clinical results were obtained 
in the favorable group of ventricular septal defect cases, where the patients were 
more than 3 years of age, with flow rates from the pump of 50 ml./Kg./minute, 
with only one death in 19 cases. 15 references. 5 figures. 1 table.—Author’s 
abstract. 


These results speak for themselves and answer the a priori objections of those who 
point out that these hearts, unlike those arrested with potassium chloride, retain some 
irritability and may beat al times.—M. M. R. 


73. Surgical Treatment of Cardiospasm (Achalasia of the Esophagus). Considera- 
lions of Aspects of Esophagomyoltomy. F. HENRY ELLIS, JR., A. M. OLSEN, C. B. 
HOLMAN, AND C. F. CODE, Rochester, Minn. J. A. M.A. 166:29-36, Jan. 4, 1958. 


Experiences with 55 patients undergoing esophagomyotomy at the Mayo Clinic 
have been evaluated. Almost half the patients were 30 to 49 years of age. The 
symptoms ranged in duration from three months to 44 years, averaging LO years. 
Multiple dilatations of the esophagus had been done previously in 42 of the 55 
patients. The operative procedure consists of a long myotomy through the muscle 
of the distal esophagus. The incision extends onto the stomach only far enough 
to ensure complete division of the esophageal muscle. Care is taken to avoid 
injury to the diaphragmatic crus and to prevent the development of a postoperative 
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diaphragmatic hernia. There were no hospital deaths. During a follow-up period 
averaging 25 months, 85 per cent of the patients had good to excellent results, 
Il per cent had fair results, and 4 per cent had a poor result. Only | patient 
developed symptoms suggestive of esophagitis. Postoperative roentgenoscopy of 
the esophagus in 35 patients failed to demonstrate incompetence of the esophago- 
gastric junction. Esophageal motility studies carried out in the postoperative 
period revealed abolition of the supradiaphragmatic portion of the inferior esopha- 
geal sphincter, whereas the infradiaphragmatic portion of this sphincter was 
partially retained. These results substantiate the belief that esophagomyotomy 
(the modified Heller procedure) is a successful method of treatment for patients 
with achalasia of the esophagus. However, it must be emphasized that details 
of the surgical technique are important in order to avoid postoperative esophagitis. 
Surgical treatment should be offered to those patients who fail to respond to adequate 
dilatation or who have a recurrence after dilatation. It also should be employed 
in patients with huge tortuous esophagi, in those in whom studies of motility 
demonstrate excessive pressure at the lower esophageal sphincter indicative of 
muscular hypertrophy, and in those who have associated conditions requiring 
thoracotomy. 14 references. 9 figures.Author’s abstract. 


74. Sublolal Esophageclomy and High Intrathoracic Esophagogastrostomy for Lye 
Striclure of the Esophagus. ‘Report of a Case Followed lp for Sir) ears. 
JAAKO 8. AALTO, Rauma, Finland. Ann. chir. et gynaec. Fenniae (Helsinki) 
46:194-200, 1957. 


The case history is given of a woman patient 27 years of age. She had drunk a 
lye solution at the age of 2. This led to an extensive stricture of the esophagus, 
which proved refractory to all dilatation treatment; it extended from above the 
arch of the aorta to the cardia. The case was treated by subtotal esophagectomy 
and high intrathoracic esophagogastrostomy. The patient had a rapid postopera- 
tive recovery and has since led a normal life. She has been followed up for over 
6 years, and during all this time she has been able to eat any kind of food without 
obstruction or difficulty. In addition, her symptoms of bronchiectasis have sub- 
sided. 6 references. 4 figures.— Author's abstract. 


High esophagogastrostomy is generally not as satisfactory as use of the right colon 
as an esophageal replacement.—M. M. R. 


75.  Deseription of a Modified Bubble-Type Pump-Oxrygenator. Early Experimental 

and Clinical Experience. K. ALVIN MERENDINO, W. F. QUINTON, G. I. THOMAS, 

J. E. JESSEPH, P. W. HERRON, R. E. TREMBLAY, R. X. MAGUIRE, AND R. R. VETTO, 
Seattle, Wash. Surgery 42:996-LO01, Dee., 1957. 

A Lucite bubble oxygenator with a flow capacity of from 200 ml. /minute to 

4 liters minute is described by the authors. Detailed plans of the oxygenator con- 

struction are presented, together with an isometric section view of the mixing 

chamber. After extensive use in the laboratory, where gaseous parameters, such 
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as CO, volume per cent, O. volume per cent, and O» saturations, were determined, 
in addition to platelet counts and plasma hemoglobin levels, the bubble oxygenator, 
incorporated with double Sigmamotor pumps, was utilized in 32 cases. The physi- 
ologic disturbances were minimal, and the clinical results have shown an acceptable 
degree of success. One of the more important points stressed in this article is the 
production of uniform bubbles, which do not change in size and are satisfactorily 
debubbled by methods described. The value of this type of pump oxygenator 
system results from its ease of handling, its dependability, and its uncomplicated 
operation. 8 references. 2 figures. 3 tables.— Author's abstract. 


Though the bubble oxygenator is nol likely to find a permanent place as a oxrygenat- 
ing mechanism, its simplicity has permitted the rapid development of open heart surgery. 


—M. M.R. 


76. Internal-Mammary-Arlery Ligation for Coronary Insufficiency. An Evalua- 
lion. RALPH ADAms, Wolfeboro, N. H. New England J. Med. 258:113-115, 
Jan. 16, 1958. 


The value of internal mammary artery ligation was investigated in the treatment 
of coronary insufficiency. Relief of symptoms following operation in an 80 year 
old woman was obviously related to decrease in physical activity and to psy- 
chological influences. Hypnosis temporarily relieved a woman of about 70 whose 
internal mammary artery ligatures had been placed but not tied. Anginal pain 
disappeared immediately, and has not recurred, after placement of ligatures about 
the internal mammary arteries, without tying, in a 60 year old man. A woman 
75 years old had no improvement after ligation of the vessels at the same time as 
repair of an incisional hernia. Dissections and studies of flow rates under different 
pressures were made in fresh cadavers. Wide variability was found in anatomical 
pattern and size of the internal mammary and pericardiophrenic vessels. Ligation 
of the internal mammary artery produced no sustained increase in minute volume 
of flow from the pericardiophrenic artery, if other vessels were left open. Evidence 
of increase in blood flow to the myocardium by way of the pericardiophrenic arteries, 
following ligation of the internal mammary arteries, was not found. Psychogenic 
factors are believed to explain the symptomatic improvement frequently reported 
following this procedure.— Author's abstract. 


The wide circulation given to this irrational procedure can only be justified by the 
wish to help these unfortunate patients. One may expect further and more systematic 


sludies of this kind.—M. M. R. 


BREAST SURGERY 


Roentgenography of Unsuspecled Carcinoma of Breast. JACOB GERSHON-COHEN 
AND H. INGLEBY, Philadelphia, Pa. J.A.M.A. 166:869-873, Feb. 22, 1958. 


Four categories of clinically unsuspected carcinoma of the breast may be dis- 
tinguished: (1) Cancers resembling benign lesions; (2) cancers concealed in nodular 
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breasts; (3) nonpalpable tumors accompanied by slight pain or an unusual sensation, 
and sometimes by slight thickening in the area of the growth; (4) tumors presenting 
neither symptoms nor physical findings. In a recent series of 1500 consecutive 
breast cases, 197 were proved carcinomas. Among these, 47 cancers were “unsus- 
pected” by the surgeons; in 38 of these cases, the tumors were diagnosed, localized, 
and brought to operation by means of roentgenographic studies. The diagnosis 
of benign mammary lesions should be supported by roentgenographic studies. 
Periodic roentgen ray examinations are desirable in all cases of nodular breast and 
are mandatory in all cases presenting vague, unusual, or unaccountable symptoms. 
7 references. 4 figures. Author's abstract. 


78.  Postmastectomy Dressing with Suction, Atmospheric Pressure. and Breast 
Binder. GORGE B. SANDERS AND DAVID W. KINNAIRD, Louisville, Ky. J.A. 
M.A. 166:1552-1555, March 29, 1958. 


For the past five years, the authors have employed a modified postmastectomy 
dressing routine that avoids pressure applied through packs, constrictive dressings. 
and the like, in favor of continuous suction by T tubes beneath the flaps and an 
open type of dressing, loosely held by a commercial breast binder, which is changed 
daily. The suction holds ultrathin skin flaps firmly to the chest wall. The avoid- 
ance of external physical pressure favors healing of the delicate flaps. The frequent 
change of dressing permits aspiration of tluid collections, when they occur, and the 
loosening or adjustment of strangulating sutures if present. The dressing routine 
permits undisturbed stent fixation of skin grafts until they take. Greater comfort 


for the patient and greatly improved protection and preservation of precariously 
viable thin skin flaps have been obtained consistently. 3 references. 5 figures.— 
Author's abstract. 


Serum does collect under the skin flaps following radical surgery for breast cancer, 
but I have found that Penrose tubes, properly placed, take care of it—Donald V. 
Trueblood. 


ABDOMINAL SURGERY—HERNIA 


79. Femoral Hernia. w. 3. LyrLe, Sheffield, Yorkshire, England. Ann. Royal 
Coll. Surgeons England 2/:244-262, Oct., 1957. 


For a femoral hernia to exist, it must pass through two openings. The upper is 
the femoral or crural ring, which normally is wide open and lies at the level of the 
iliopectineal line at the upper end of the femoral canal. The lower opening, which 
the author names the femoral hernial orifice, is a circular hole that has strong walls 
reinforced by Gimbernat’s ligament, and that is of new formation where the hernia 
has broken through the femoral canal at its lower end. The accepted teaching is 
that the curved edge of Gimbernat’s ligament forms the inner boundary of the 
femoral ring and lies at the upper end of the femoral canal. This article shows 
that the curved edge of Gimbernat’s ligament lies at the lower end of the femoral 
canal, where it forms the anterior and medial boundaries of the femoral hernial 
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orifice. Gimbernat’s ligament, also named the lacunar ligament and the pectineal 
part of the inguinal ligament, is attached along almost its whole extent to the 
iliopectineal line, but its outstanding feature is that its curved outer margin is 
fixed to the pectineal fascia | to 2 cm. below the iliopectineal line. Operations for 
the cure of femoral hernia are divided into two main groups. The high operations, 
which include Lotheissen’s method, aim to close or erect a barrier at the upper end 
of the femoral canal at the femoral ring, which normally lies open. The low opera- 
tions close the femoral hernial orifice. The femoral hernial orifice surrounds the 
neck of the femoral sac, and the surgeon observes, when he operates for strangu- 
lated hernia, that this orifice lies at the constriction marks on the bowel. When he 
passes his little finger through this opening after removal of the sac, he finds that it 
lies about half an inch or more below the iliopectineal line. The low operation by 
a purse-string suture is the operation of choice. The edges of the circular opening 
where Gimbernat’s ligament lies are brought together with minimum tension and 
distortion; this operation, which is easy to perform, gives a strong and firm repair. 
11 references. 10 figures.—Author’s abstract. 


A valuable anatomical presentation. Many believe that the recurrence rate with the 
lower operation is too high. The upper operations give good results when properly 
done. A large percentage of cases are initially seen as emergencies and are best handled 
by an approach from above.—C. J. B. 


—STOMACH AND DUODENUM 


80. Duodenal Dyskinesia Afler Gastric Resection (Pean). CHAMPEAU, France. 
Arch. d. mal. de lapp. digestif. 46:327-333, April, 1957. 


The following observation is presented to illustrate the controversy over the value 
of gastrojejunal or gastroduodenal anastomosis after gastric resection. The pa- 
tient was a man, aged 48, who had had a prepyloric ulcer since 1936. He was 
operated on in 1953 with gastric resection according to Polya. There was no ap- 
preciable improvement after the operation; he suffered early postcibal distress with 
fainting, sweating, pallor, and epigastric fullness. As a result of roentgen ray ex- 
amination, these symptoms were attributed to rapid emptying of the stomach. 
No recurrent ulcer was found. Because of aggravation of his symptoms, he was 
operated on again in October, 1955. The afferent loop was slightly dilated. No 
peptic ulcer was found. The gastrojejunal anastomosis was transformed to a 
gastroduodenal anastomosis to suppress his dumping symptoms. The old stoma 
was resected, and the jejunal loop was sutured. Gastric anastomosis was created 
with the second part of the duodenum. There was minimal improvement after 
this second intervention. The postcibal discomfort persisted. Roentgenograms 
showed slow and difficult emptying but above all stasis in the interior part of the 
duodenum with duodenal distension. 

In April, 1956, the patient demanded another operative intervention, which was 
performed, with, however, some hesitation due to fear that the symptoms might 
be of psychosomatic origin. The gastroduodenal anastomosis was normal, but the 
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interior part of the duodenum was dilated. Numerous mesenteric glands were 
present. The jejunal suture was normal. The third and fourth parts of the du- 
odenum and the first loop of the jejunum were resected with end-to-end anastomosis 
of the duodenum and the jejunum. There were no postoperative complications. 
The patient was seen nine months after the operation. He had gained weight and 
had no postcibal symptoms. Roentgenograms showed an easy emptying of con- 
trast media into the intestine. 

The history of this patient, of course, does not present a final answer in the dis- 
cussion of the anastomosis according to Polya or to Pean (B. LL). The Polya 
anastomosis favors the dumping syndrome; the Pean anastomosis utilized the du- 
odenum, a reflexogenic organ with utmost sensitivity. The transformation of the 
gastrojejunal anastomosis to a gastroduodenal anastomosis was followed by du- 
odenal dyskinesia, and surgical intervention was necessary. In conclusion, it 
would seem advantageous to verify the functional state of the duodenum before 
gastric resection is performed. 


As the author concludes, it is important to note any abnormalities in the duodenum 
and upper jejunum before operating on the stomach or duodenum for peptic ulcer. 
Usually a Billroth 1 operation will emply somewhal more slowly than a Polya, but 
dumping can follow either procedure. The duodenal dilatation here would suggest the 
possibility of obstruction al the stoma to the afferent loop following the first operation, 
and obstruction at the jejunal closure following the second procedure. Functional 
obstruction sometimes occurs in the absence of narrowing.—J. M. W. 


81. Malabsorption Syndromes in the Postgastrectomy Patient. EDWIN H. ELLISON, 
Columbus, Ohio. Am. J. Digest. Dis. 2:669, Nov., 1957. 


A follow-up of 290 postgastrectomy patients demonstrated that 2 out of 3 were 
below their ideal weight and that | in 3 had a deficit greater than 10 per cent of 
their ideal weight. Although inadequate intake, resulting from decreased appetite, 
limited food capacity, or discomfort after meals, was the greatest factor leading to 
malnutrition following gastric resection, a variable number of patients remained 
poorly nourished in spite of an apparently adequate diet. Upon study, several 
factors became evident. First, an inverse ratio between the efficiency of fat ab- 
sorption and the amount of stomach removed was found. Second, another met- 
abolic study, involving intake-excretion studies in 16 patients, showed a caloric 
loss due to fat in the stool that averaged 270 calories per day. Finally, a correlation 
was found between the method of restoring intestinal continuity and the efficiency 
of fat absorption. The best absorption was noted in the Billroth | vagotomy 
series and averaged 79 per cent. To improve postgastrectomy nutrition, attention 
was given to three additional factors: (1) Development of an initial dietary manage- 
ment employing seasoned solid foods of minimal volume (avoiding hypertonic 
fluids) to improve intake by lessening distress after meals; (2) use of a smaller 
Billroth 1 stoma, which not infrequently acts like a pylorus within several weeks 
of operation; and (3) determining operative procedure by evaluating preoperative 
nutritional status and using a more conservative operation for those patients whose 
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preoperative weight levels are below their ideal weight. 11 references. 3 figures.— 
Author's abstract. 


82. The lse of Blood Transfusions in the Treatment of the Postgastrectomy Syn- 
drome. G. L. JORDAN, JR., J. W. OVERSTREET, AND G. H. PEDDIE, Houston, Texas. 
Surgery 42:1055-1059, Dee., 1957. 


Several theories have been advanced to explain the pathogenesis of the vaso- 
motor symptoms that postgastrectomy patients with the dumping syndrome ex- 
perience in the postprandial period. A recent theory stems from the studies of 
Roberts et al. They postulate that symptoms are initiated by an acute fall in 
blood volume, occurring secondary to the passage of a large amount of fluid into 
the gastrointestinal tract when hypertonic liquids or foods are ingested. Studies 
in the authors’ laboratories demonstrated blood volume changes in most patients 
with this syndrome; however, patients were encountered who experienced typical 
postprandial symptoms, with typical electrocardiographic changes, in whom blood 
volume alterations did not exceed those observed in asymptomatic patients. In 
some of these patients the total blood volumes were lower than estimated normal; 
it was postulated that under such circumstances a small change might be sufficient 
to produce symptoms. Therefore, restoration of blood volume to normal levels 
should cause an improvement in symptomatology. Case reports of 2 patients with 
severe symptoms are presented. In both instances blood volume determination 
revealed values significantly lower than normal, and relief of symptoms occurred 
following the administration of blood so that the normal blood volume was restored. 
Improvement continued during a follow-up period of three months in one instance 
and one year in the other. Most patients with the postgastrectomy dumping syn- 
drome have a normal blood volume and respond to the usual measures of diet, 
recumbency, and antispasmodics; however, the use of blood transfusions should be 
considered in each patient with intractable symptoms who represents a difficult 
therapeutic problem. 1 reference. 2 figures. Au/hor’s abstract. 


The evidence for blood volume shift as presented by Roberts et al continues to be 
considered prominent in the mechanisms contributing lo the postgastreclomy syndrome. 
It would have been easy for these authors lo frown on the theory when their early resulls 
did not mirror the previous work. The lowered blood volume in these patients and ils 
relation lo the posteitbal symptoms is a nice addition lo our knowledge of this problem. 


Lloyd M. Nyhus. 


—INTESTINES 


83. _Nonsurgical Management of Regional Enteritis. 3. ARNOLD BARGEN, Rochester, 
Minn. J.A.M.A. 165:2045-2047, Dec. 21, 1957. 


Regional enteritis is a disease of young adults. In 336 of the 600 patients studied 
through 1950, the disease began between the ages of 16 and 30 years. In 2 patients, 
the disease began as early as the age of 4 years, and in 3 it began at the ages of 70 
to 74; in only 36 patients did the disease begin after the age of 50 years. Recur- 
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rences of the disease after resection and extension of the disease without resection 
are likely. The incidence of recurrence, like that of first occurrence, is much greater 
among young persons than among those who are older. Of the 36 patients in whom 
the disease began after the age of 50 years, only 4 experienced recurrences. Certain 
complications, including perforation, extensive perirectal and enteroenteric fistulas, 
massive hemorrhage, obstruction, and abdominal mass, present surgical problems 
and must be considered as such from the first. This report is not concerned with 
cases of that kind. The nonsurgical treatment of regional enteritis is most ap- 
plicable to three types of patients: those with mild disease without evidence of 
obstruction or perforation, those with disease too severe for resection, and those 
in whom recurrences and repeated resections have reduced the functioning small 
intestine below the minimum for safety. Medication may include antibiotics, 
ataraxics, salicylazosulfapyridine, vitamin B complex, vitamin K, and calcium. 
Steroids should rarely be given and only after careful consideration of the individual 
case. Transfusions have an inestimable value to patients anemic from hemorrhages 
and malnutrition. Changes of diet, such as the omission of milk, have occasionally 
restored a patient to health. Roentgenotherapy has proved to be the most valu- 
able adjunct to treatment. Its use is illustrated by the history of a patient in 
whom a vaginal fistula had developed and whose related complications were too 
extensive for surgery; marked amelioration followed roentgenotherapy and the 
administration of salicylazosulfapyridine, high-protein diet, and extra vitamins. 
Survival rates, for patients who have developed this disease are high. In the 
author's study, the survival rate through the 10 years after diagnosis of regional 
enteritis was 81.1 per cent. Most of these patients were doing well. The pros- 
pects for survival in the face of the disease are encouraging, and nonsurgical treat- 
ment is by no means devoid of promise. 1 reference.—Author’s abstract. 


There is general concurrence with the author's therapeutic grouping of cases. Other 
clinicians have been extremely disappointed in roentgenotherapy of ileitis.—C. J. B. 


—LIVER AND BILIARY TRACT 


84. Total Sphincteroplasty Without Drainage of the Common Bile Duct. P. GOINARD 
AND G. PELLISSIER, Algiers, Algeria. Afrique frang. chir. 15:209-212, March- 
April, 1957. 


After reviewing the various surgical methods in the literature concerning the 
sphincter of Oddi, the authors describe their technique in sphincteroplasty, which 
proceeds along the following broad lines: (1) Sphincteroplasty should be total, 
covering the 2 em. of Oddi’s muscle, to allow free discharge. since there is no drain- 
age of the common bile duct. It most certainly causes a slight reflux, but without 
inconvenience if the gall bladder is removed; it is not the reflux that provokes 
angiocholitis but stasis. (2) Sphincterotomy should not be followed by drainage 
of the common bile duct, transpapillary or otherwise; it is out of date, useless, and 
occasionally dangerous. (3) Choledochotomy should be avoided in sphincterotomy 
whenever possible; radiomanometry determines the diagnosis of any oddian lesion, 
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and should there be stones they are easily removed through the sphincterotomy 
opening. (4) Cholecystectomy should be routine; the gall bladder does not play 
any part following sectioning of the sphincter, and it is likely to be infected by the 
reflux. The technique is set forth in LO photographs. Results are steadily excel- 
lent. 10 figures.— Author's abstract. 


Primary closure of the common duct with the sphincter of Oddi intact is performed 
by several surgeons in Australia and a few in this country. It is perhaps performed 
more frequently and with less hazard when the sphineter is temporarily dilated through 
the choledochotomy.—W illiam D. Holden. 


85. Simultaneous Radiography of the Bile Ducts and Stomach in Cases of Gastric 
Resection. A. AHO AND J. APAJALAHTI, Helsinki, Finland. Ann. med. int. 
Fenniae 46:25—40, 1957. 


The authors review cases of patients with resected stomachs seen for examina- 
tion and treatment during six months of 1955. In patients with recurrent gastric 
ulcer, stenosis of gastroenterostomy, and febrile enteritis, the authors found, 
through biliary radiography, hypermotility of the terminal part of the common 
bile duct, which directed the bile contrast medium rapidly into the duodenum. In 
patients with atonic inflamed gallbladders, the bile contrast medium used during 
the examination passed mainly into the distended gallbladder. The bile ducts 
were then faintly or not at all visible. In patients with subphrenic abscess, the 
cholangiography did not make the bile ducts visible and the gallbladder also was 
only faintly displayed. 20 references. 6 figures.— Author's abstract. 


86. Common-Bile-Duct Stones. BENTLEY P. COLCOCK AND HAROLD V. LIDDLE, 
Boston, Mass. New England J. Med. 258:264-268, Feb. 6, 1958. 


The most frequent cause of persistent, severe biliary symptoms after chole- 
cystectomy is the undiscovered stone in the common bile duct. The patient most 
likely to have an overlooked stone is one who has previously had common duct 
stones removed. A survey of the literature reveals that, despite the development 
of various surgical instruments for the removal of stones and the use of operative 
cholangiography and surgical exploration, some common duct stones continue to 
be overlooked. Operative cholangiography has not been employed routinely at 
the Lahey Clinic. This study was made in an attempt to judge the reliability of 
surgical exploration of the common bile duct for the detection and removal of com- 
mon duct stones. A careful follow-up study was made in a series of 100 consecu- 
tive patients who had common duct stones removed at the clinic between 1949 and 
1953. Ninety-four patients had a follow-up of four to six years. Two of these 94 
patients (2.12 per cent) required a second choledochostomy because of retained 
common duct stones. Careful surgical exploration of the common bile duct still 
constitutes a dependable method for the detection and removal of common duct 
stones. .19 references. 4 tables.—Author’s abstract. 


No single observation or diagnostic aid can be relied upon for assurance against 
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residual common duct calculi. A careful preoperative investigation, observation of the 
size of the gallbladder calculi, the size of the eyslic and common ducts, palpation, 
cholangiography, and exploration should all be used; the last two judiciously on indi- 
cation.— William D. Holden. 


—PANCREAS 


87. Two Cases of Pancreatic Lithiasis Treated by Distal Pancrealectomy and Exr- 
lirpation of Stones in the Right Wirsung Duet with Manometric Scopic and 
Graphic \-Ray Control. e. MALLET-GUY AND J. MICHOULIER, Lyon, France. 
Mém. Acad. chir. 83:379-383, April, 1957. 


The authors report the cases of 2 patients. The first, a man 37 years old, had 
three attacks of acute abdominal pain beginning in September, 1952, and, after 
July, 1954, chronic epigastric pain with a loss of weight of 10 kg. Serial transverse 
radiograms with retropneumoperitoneum showed an enlarged pancreatic shadow 
with two masses of stones on each side of the spine. On hypotonic duodenography, 
the duodenal curve was also shown to be enlarged. At laparotomy (Noy. 30, 1956), 
a large pancreatic pseudocyst was found in the middle of the pancreatic body, and 
the tail, in which one of the two masses of stones could be felt, was much inflamed. 
Radiograms with lipidol in the cyst showed the left Wirsung duct to be quite en- 
larged and containing stones. After the cyst was opened, the duct could be seen 
to be destroyed by necrosis about 2 cm. in length, as is usual with pseudocysts. 
A left pancreatectomy was performed, and through the rupture of the duct a large 
stone was removed from the right part. A ductal manometric radioscopic and 
radiographic control gave absolutely normal findings: the duct could therefore be 
wholly closed. The postoperative course was very simple, and six months later 
the patient was in perfect health. The second case concerned a 24 year old woman 
who had had severe epigastric pain for 12 years with, about once a year, a very 
acute paroxysm lasting two or three days. At laparotomy (Feb. 8, 1957), two 
masses of stones were found in the head and the left part of the pancreatic body. 
The left mass was removed by a distal pancreatectomy; the other could be ex- 
tracted through the opened enlarged Wirsung duct. Manometric radioscopic and 
radiographic control of the lower part reveaied that the duct was normal, and it 
was closed. The postoperative course was uneventful, and the patient went home 
perfectly healed. 

The double location of pancreatic lithiasis occurs frequently. Partial pan- 
createctomy of the tail and, if necessary, the body is a radical treatment of calculi 
in the distal pancreas. The mass of stones in the pancreatic head must always be 
extirpated through the enlarged Wirsung duct opened by the distal pancreatectomy. 
If the function of the duct can then be judged normal, the anastomosis of the distal 
end of the pancreas with a Y jejunal loop is quite unnecessary. 2 figures.— Author's 
abstract. 


These authors have demonstrated the feasibility of removing stones from the pan- 
crealic head through the transected dilated ducts. Retropneumoperitoneum, ductal 
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pressure, and intraductal dye studies have all been utilized to their fullest extent to 


individualize the therapy, an excellent approach to a very difficult problem.—Lloyd 
M. Nyhus. 


GENITOURINARY SURGERY 


88. Total Mucosal Denudation of the Canine Bladder: Experimental Observations 
and Clinical Implications. Final Report. ARNOLD R. SANDERS, C. J. SCHEIN, 
AND L. A. ORKIN, New York, N.Y. J. Urol. 79:63-77, Jan.. 1958. 


Eight dogs were subjected to total mucosal denudation of the bladder. Two 
succumbed because of technical operative errors. Six tolerated the procedure ex- 
tremely well and remained alive and healthy until sacrificed, 2 to 12 months fol- 
lowing surgery. No significant alterations in blood chemistries were noted post- 
operatively. Radiographic studies disclosed dilatation of the upper urinary tract, 
together with reflux, but this was transitory and reverted to normal. Bladder 
‘apacity was reduced temporarily, but was restored to 8 to 10 ounces by time of 
sacrifice. On postmortem examination, the upper tracts of all dogs appeared grossly 
normal and the bladders were slightly thickened. Stones, infections, encrustation, 
and bladder contracture were not encountered. The entire vesical mucosa had 
regenerated in all cases within 16 weeks, apparently from the intact ureteral and 
urethral stumps. This was corroborated histologically. The human bladder, if 
subjected to total mucosal denudation, should react in a manner similar to that of 
the dog. It is suggested that the procedure be applied to the human with multiple 
papillomatosis or multiple recurrent papillomata. Present-day therapy has not 
been successful in preventing recurrence, for it aims at the destruction of the local 
neoplasm but does nothing for the remaining tumor-prone epithelium. It is hoped 
that, after total mucosal denudation of the hursan bladder, the newly proliferated 
epithelium will prove more resistant to neoplasia. 32 references. 16 figures. 2 
tables.— Author's abstract. 


89. Vasectomy: Medical and Legal Aspects. CHARLES RIESER, Atlanta, Ga. J. 
Urol. 79:138-1 44, Jan., 1958. 


The frequency of requests for this procedure for purposes of sterilization has 
increased. The reasons are usually social or economic, rarely therapeutic. As a 
result of 971 replies to a questionnaire sent to the members of the American Urologic 
Association, it was deduced that 52 per cent performed vasectomy specifically for 
purposes of sterilization. There were 9 per cent who were aware of legal compli- 
cations coincident to the operation. Interestingly, 55 per cent were acquainted 
with the persistence of sperm in the semen following vasectomy. An average of 
53 days is required for disappearance of the sperm, and in rare instances one year. 
Even in properly performed vasectomy, spontaneous recanalization occurs between 
5 and 10 per cent of the patients. As a preventive measure coincident to pros- 
tatectomy, 52 per cent accomplish vasectomy routinely. With regard to the legal 
aspects, only 28 states have specific statutes authorizing eugenic sterilization of 
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the mentally ill. Ten states authorize vasectomy for therapeutic reasons. Forty- 
four states have no laws governing vasectomy for social, domestic, or economic 
reasons, although four states specifically catalogue the operation as a misdemeanor 
or felony. In conclusion, the surgeon is advised to abandon the procedure except 
for legally authorized eugenic reasons or clear therapeutic indications. 14 refer- 
ences. | table.—-Author’s abstract. 


96. Total Replacement of the Ureter with Small Intestine: Technique and Results. 
AARON HARDY ULM, New York, N. Y. J. Urol. 79:21-30, Jan., 1958. 


The technique of a ureteral replacement operation in which viable ileum is sub- 
stituted for the destroyed ureter is described. Success in 2 patients, | with only 
a single kidney, is reported. A modified prone operative position is recommended. 
The incision extends from the twelfth rib to the midline just above the pubis. 
The renal pelvis is mobilized retroperitoneally and prepared for the anastomosis 
to the sleeve of the ileum. A 20 in. segment of ileum is resected from the terminal 
portion of the small bowel, great care being taken to preserve a substantial branch 
of the ileocolic artery in the attached fan of mesentery. Continuity of the intestine 
is reestablished by routine two-layer end-to-end anastomosis. The sleeve of small 
intestine, with attached mesentery, is drawn through a rent in the base of the 
mesocolon, so that the ileal conduit will lie retroperitoneally. The proximal stoma 
of the sleeve is anastomosed to the renal pelvis with a single layer of simple inter- 
rupted sutures of 2-0 chromic catgut. The distal stoma is similarly anastomosed 
to an appropriate incision in the lateral wall of the bladder. A splinting polyethyl- 
ene tube containing multiple perforations is passed through a nephrostomy stoma, 
into the renal pelvis, down the ileal ureter, into the bladder. and out through a 
suprapubic cystotomy. Both ends of this tube drain kidney, ileum, and bladder 
during the critical postoperative stage of convalescence. This tube is withdrawn 
when there is roentgen ray confirmation of healing at the anastomoses. Although 
both patients were chronic stone formers, no stones have recurred in either patient, 
and it is suggested that enteric secretion of the attached ileum may aid in the 
digestion of the organic matrix that is thought to be the nidus of urinary stones. 
7 references. 11 figures.— Author's abstract. 


91. Management of Testicular Tumors. WU11AM J. STAUBITZ, I. V. MAGOSS, O. J. 
OBERKIRCHER, M. H. LENT, F. D. MITCHELL, AND W. T. MURPHY, Buffalo, N. Y. 
J.A.M.A. 166:751-758, Feb. 15, 1958. 


The article analyzes and discusses the evolution of the first two stages in the 
treatment of testicular tumors and the results of that treatment at Roswell Park 
Memorial Institute, Buffalo. During the first period, from 1922 to 1948, 202 cases 
were treated by orchidectomy and external radiation. During 1948 to 1952, 59 
cases were seen, and in addition to orchidectomy and external radiation, retro- 
peritoneal radical lymph node dissection through the transthoracic route was per- 
formed in all germinal tumors other than seminomas. All clinical data and path- 
ologic sections were reviewed and the clinical operability determined. The end 
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results in patients where the additional radical retroperitoneal lymph node dissection 
was also performed suggest an improvement of approximately 20 per cent (54 per 
cent to 74 per cent) in the four year survival rate in embryonal carcinomas and 
teratocarcinomas. 9 references. 6 figures. 5 tables.—Author’s abstract. 


VASCULAR SURGERY 


92. Postoperative Venographic Control Following Ligation of the Inferior Vena 
Cava. V. GVOZDANOVIC, R. IVANCIC, AND A. HAHN, Zagreb, Yugoslavia. Acta 
radiol. 48:81-92, Aug., 1957. 


The ligation of the inferior vena cava, after the method of Cossio and Perianes, 
was performed in 30 decompensated cardiac patients. In 5 patients, postoperative 
venography of the inferior vena cava was carried out. The authors succeeded in 
visualizing the renoazygolumbar canal. In 2 patients, it became apparent that a 
great deal of the contrast medium entered the left renal vein from the system of the 
lumbar veins. In 2 patients, it was possible to observe the emptying of a part of 
the contrast medium from the system of the inferior vena cava into the portal 
system through the hemorrhoidal plexuses. In 3 patients, obstruction of the part 
of the inferior vena cava below the ligation, and in | of the left common iliac vein, 
was found, probably the result of postoperative thrombosis. It was found that 
almost all the contrast medium, which was injected simultaneously into both 
internal saphenous veins, was quickly emptied through the collaterals into the 
part of the inferior vena cava above the ligation. The clinical results of the opera- 
tion seemed to be better in those cases where the emptying of the inferior vena 
cava into the right atrium was slowed down. The possibility and value of pre- 
operative determination of the type and speed of the collateral circulation likely 
to develop after the ligation are discussed. 28 references. 6 figures.—Author’s 
abstract. 


93. Traumatic Thoracic Aneurysms: Treatment by Resection and Crafling with the 
Use of an Extracorporeal By-pass. FRANK GERBODE, M. BRAIMBRIDGE, J. J. 
OSBORN, M. HOOD, AND S$. FRENCH, San Francisco, Calif. Surgery 42:975-985, 
Dec., 1957. 


Traumatic thoracic aneurysms are becoming a more frequent condition as a 
result of accidents occurring in the rapid forms of transport used in this century. 
In sudden deceleration of the human body, the blood-filled thoracic aorta, held only 
by the intercostal vessels, surges forward, with resulting tears in the intima and 
media; saccular aneurysms may result from such an injury. Intrathoracic pain 
following injury should lead to a roentgen examination; it is by this means that 
these aneurysms may be detected and diagnosed. Four cases are reported by the 
authors, the aneurysm being resected and an arterial graft inserted in each instance. 
In order to maintain adequate blood pressure below the level of the operation, 
where the aorta had to be cross-clamped, the authors used a by-pass from the left 
auricle to the femoral artery and supported flow along this route by a Gibbon- 
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DeBakey pump, the proximal b!ood pressure being monitored continuously during 
this procedure. With this method, no proximal hypertension or left ventricular 
strain resulted and equally important, satisfactory distal blood pressure resulted 
in no postoperative renal or neurological symptoms. One of the 4 patients died 
postoperatively from hemorrhage. 30 references. 4 figures. 1 table.——Author’s 
abstract. 


94. Experiences with Arlerial Grafting for Major Arterial Occlusive Disease. 
HARVEY R. BUTCHER AND J. R. ROBINSON, St. Louis, Mo. Am. J. Surg. 95: 
25-30, Jan., 1958. 


The results of arterial reconstitutions in a series of 60 consecutive patients are 
presented, and the indications and techniques requisite to successful surgical 
amelioration of arteriosclerosis are discussed. Of 26 patients having aortic bifurca- 
tion homografts implanted, 5 died postoperatively, | died of serum hepatitis five 
months later, and | died after 18 months of myocardial infarction. Fifteen pa- 
tients were alive with open grafts 12 to 35 months following their operation; in 3 
however, there were insignificant degrees of clinical improvement. Of 19 patients 
having femoral artery homografts inserted to by-pass occlusions of the ileofemoral 
arterial system, postoperative thrombosis of the graft developed in 7, 5 had serious 
later difliculties (one of these was from graft thrombosis and one from infection), 
and 7 patients continued to have patent functioning grafts one to two years post- 
operatively. The use of equine carotid arteries, treated by peptic control pro- 
teolysis, as femoral grafts in 16 patients failed because of the invariable develop- 
ment of graft aneurysm several months after insertion. 5 references. 1 figure. 
5 tables.— Author's abstract. 


95. A Long-Term Study of Externally Supported Venous and Arterial Helerografls. 
JOHN H. MORTON AND E. B. MAHONEY, Rochester, N.Y. Surgery 43:381-387, 
March, 1958. 


In order to evaluate the usefulness of heterografting into the arterial system, 
venous and arterial grafts were removed from pigs and substituted for excised seg- 
ments of dogs’ abdominal aortas. In an effort to prevent aneurysmal formation 
in the grafts, they were wrapped with a polyvinyl formal sponge at the time of 
placement. The dogs were observed for periods up to two years following the 
grafting procedures. No anticoagulant or antibiotic therapy was used at any time 
during the experimental period. Twenty-one dogs with venous heterografts and 
23 with arterial grafts were studied. Early graft failure occurred in 6 and later 
failure in 4 of the 21 animals with venous grafts, giving an over-all failure rate of 
18 per cent. Among the 23 animals with arterial grafts, 13 early failures and two 
late failures occurred, the over-all failure rate being 65 per cent. Graft thrombosis. 
rupture, or complete dissolution were the usual complications in both groups. In 
the animals with successful venous grafts, periodic aortograms showed some alter- 
ation in graft contour in each instance. The changes noted included aneurysmal 
dilatation, the production of bizarre pockets, and partial mural thrombosis. In 
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dogs with successful arterial grafts true aneurysmal formation did not occur, but 
some dilatation was encountered in half the surviving animals. Almost ail grafts 
of either type showed definite constriction at the suture lines between host vessel 
and graft. This constriction occurred despite tailoring of the vessel at the point 
of anastomosis in an effort to prevent it. Microscopic examination of the grafts 
showed that they became essentially fibrous tubes with medial elastic fibers in- 
conspicuous or absent. Focal calcification occurred in a number of grafts. Al- 
though an occasional graft functioned satisfactorily, it appeared that vascular 
heterografting, using the techniques reported here, was not a satisfactory pro- 
cedure. 8 references. 4 figures.—Author’s abstract. 


ORTHOPEDIC. SURGERY 


96. Loosening and Fracture of Judet’s Hip Prosthesis. sveN ALSEN AND OLOF 
oisson, Gothenburg. Sweden. Acta chir. Seandinay. 1/17:158-164. Oct., 1956. 


The late complications associated with Judet’s method of replacement arthro- 
plasty are loosening and fracture of the prosthesis. The fracture may occur at the 
junction of the stem and the head or on the stem itself. The acrylic material alone 
or both it and the metal core may be fractured. The signs and symptoms of loosen- 
ing and fracture of the prosthesis are similar, weight-bearing pain and instability 
of the hip joint predominating. Their onset is frequentiy sudden. Clinical exam- 
ination reveals a considerable decrease in function. On roentgenographic exam- 
ination, the prosthetic loosening appears as a trumpet-shaped widening of the stem 
canal, with resorption of the upper end of the femoral neck. If the metal core is 
broken, the diagnosis is obvious. If only the plastic material of the stem is frac- 
tured, the roentgenogram may be suggestive of prosthetic loosening. In some 
instances, the authors have observed the reinforcing core to be slightly bent. This 
was found to be tantamount to fracture of the acrylic covering. In all their cases 
of prosthetic fracture, the stem canal was widened and trumpet-shaped as in 
loosening of the prosthesis. The measures required to combat these complications 
are either a second arthroplasty or arthrodesis. Since 1951, 62 patients have been 
operated upon with Judet prosthesis at their clinic. Loosening or fracture of the 
prosthesis so disabled 7 of the patients that a new operation became necessary. 
Prosthetic fracture occurred in 2 more patients. These serious late complications 
occurred in 14.5 per cent of the cases. The longest period of observation in the 
series Was just over 4 years. The complications did not appear later than two and 
one half years after the initial arthroplasty. The relatively early occurrence of the 
complications may be attributed to disturbances of the nutrition of the femoral 
neck caused by the basic disease or the operation. If the nutrition of the femoral 
neck is interfered with, the bone tissue cannot withstand the pressure of the pros- 
thesis. Loosening of the prosthesis is probably the first step, the fracture resulting 
from the fatigue of the prosthetic materia! brought about by the movement of 
the prosthesis. After about three years some kind of stabilization seems to occur. 
The authors believe Judet arthroplasty should be limited to patients in whom the 
femoral head is not fit for cup arthroplasty and in whom no weight-bearing 
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strain is anticipated, e.g., the aged and persons otherwise disabled who should 
not be subjected to long inactivity or the strain of arthrodesis. 19 references. 
5 figures. 1 table.— Author's abstract. 


97° Fractures of the Tibial Condyle: A Clinical and Experimental Study. MAson 
HOHL AND J. VERNON LUCK, Los Angeles, Calif. J. Bone & Joint Surg. 38A: 
1001-1018, Oet., 1956. 


Conservative as against operative treatment in fractures of the tibial condyles has 
long been a controversial question. The long-term results of this fracture on the 
function of the knee joint were studied. Gross and microscopic studies in the 
reparative process of experimental joint surface defects in monkeys was performed. 
From the investigation, it was concluded that cast immobilization for more than 
two months promoted the formation of dense fibrous adhesions within the joint. 
However, when a freshly created joint defect was allowed normal movement no 
adhesions formed. A total of 726 fractures was studied, with a detailed follow-up 
study on 227, seen two or more years after the fracture. The fractures were classi- 
fied into types, depending upon whether the articular surface was crushed or dis- 
placed from its normal position. Conservative treatment, primarily cast immo- 
bilization, was used in the series. Open reduction was used in only 6 per cent. 
Conservative treatment, such as cast or traction, is indicated in undisplaced frac- 
tures, depressed fractures of less than Ll cm., and split fractures with less than 
16 cm. displacement. The immobilization should be used for four weeks or less; 
however, weight bearing must be deferred until bony union has taken place. Some 
of the more severe split fractures and total plateau depression fractures should be 
treated by manipulation under anesthesia, followed by traction. Open reduction is 
indicated in depression fractures of more than | em. and in irreducible total de- 
pression fractures and split fractures. Early active motion was most important in 
obtaining the optimum result. 26 references. 11 figures. 12 tables.— Author's 
abstract. 


98. Shortening of the Metatarsal Shaft in the Treatment of Plantar heratosis. An 
End- Result Study. NICHOLAS GIANNESTRAS, Cincinnati, Ohio. J. Bone & 
Joint Surg. 40-61-71, Jan., 1958. 


The term “plantar keratosis” is introduced by the author to differentiate it from 
the more commonly used misnomer “plantar wart.” Macroscopically and micro- 
scopically the two are entirely different entities. The verruca plantaris, which is 
the correct term for the plantar wart, is a papillomatous growth that is extremely 
vascular and that, upon more than slight trimming, bleeds profusely. Micro- 
scopically there is hyperplasia of the squamous epithelium in the center with severe 
hyperparakeratosis surrounding it. The rete pegs are elongated and spread out 
from the base in a verrucous-like fashion. The corium is normal. The plantar 
keratosis, upon trimming, has a pearly gray center that is avascular, and bleeding, 
if any, occurs from the periphery. Microscopically, the epithelium in the center 
of the lesion is indented and hyperkeratotic. The rete pegs are elongated directly 
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under the indented epithelium and extend into the corium to contrast to the 
microscopic picture of the verruca plantaris. Throughout the greatly thickened 
stratum corneum, many small shrunken nuclei can be seen. The verruca plantaris 
can be found on an area of the plantar surface of the foot, whereas the plantar 
keratosis is found under the metatarsal heads or the metatarsophalangeal joints. 
The operative procedure to be described is recommended when previous conserva- 
tive therapy has failed. The use of irradiation or cautery is mentioned only to 
decry its use in the treatment of the plantar keratosis. Preoperatively, standing 
roentgenograms are taken in the anterior-posterior position with a small lead 
marker taped directly upon the keratosis. If the lesion is not directly under the 
metatarsal head or the metatarsophalangeal joint, the surgical procedure de- 
scribed is not recommended, since it will be doomed to failure. The operation con- 
sists of shortening of the corresponding metatarsal at its base through a dorsal 
incision. It should be shortened no less than one-half an inch. Resection of the 
keratosis is performed only in those instances where the patient has undergone 
repeated tissue-destroying therapeutic attempts. A walking cast is applied post- 
operatively, with the toes of the foot held in a position of plantar flexion, and 
weight bearing is permitted on the fifth day after surgery. Immobilization is 
maintained for four weeks. Forty procedures have been performed upon 31 
patients with a maximum follow-up ranging from five years to one year. The 
results were excellent in 82.5 per cent and good in 10 per cent. The operative 
procedure is not a panacea, but a failure rate of 7.5 per cent, failures being pri- 
marily in technique or judgment, indicates the value of the procedure and proves 
that the plantar keratosis is a pressure phenomenon. 3 references. 9 figures. 
1 table.— Author's abstract. 


Surgical resection of the metatarsal head directly opposite the lesion represents a 
simpler surgical procedure and usually accomplishes the desired result-—H. R. Me- 
Carroll. 


MISCELLANEOUS 


99. Abdominal Visceral Periarleritis Nodosa. Ww. RUSSELL swirH, Los Angeles, 
Calif. West. J. Surg. 66:12-16, Jan.—Feb., 1958. 


Periarteritis nodosa is a disseminated inflammatory process involving all layers 
of smaller arteries and resulting in thrombosis, nodularity, aneurysmal dilatation, 
and hemorrhage. When it involves the abdominal viscera, it may produce ex- 
tremely varied acute abdominal lesions. The surgeon, therefore, must be aware 
of its diversified clinical picture and have a knowledge of its gross pathologic find- 
ings at surgery. Characteristically, there are multiple systems involved with the 
abdominal viscera in over 50 per cent of the cases. Abdominal lesions that may 
be caused by periarteritis nodosa requiring surgical management include mesenteric 
thrombosis, perforated intestinal ulcers, acute appendicitis, acute cholecystitis, 
pancreatic necrosis, and hemorrhage from diseased visceral arteries. "Two cases 
were encountered in which a preoperative diagnosis of small bowel intestinal ob- 
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struction was made and the diagnosis of periarteritis nodosa not considered. At 
surgery, there were multiple skip areas of gangrene of the small intestine with 
thrombosis of the small arteries and pulsations in the larger branches of the mesen- 
teric artery. The first patient was started on cortisone therapy on the ninth day 
after surgery and expired from progressive thrombosis on the eighteenth day after 
surgery. In the second patient, a diagnosis of periarteritis nodosa was made by 
frozen section at the time of surgery. Cortisone therapy was immediately insti- 
tuted and continued for a prolonged period. This patient has remained symptom- 
free without evidence of progression or remission of the disease. Early diagnosis 
is of importance, because the outlook for the patient with periarteritis nodosa has 
improved since the introduction of cortisone and ACTH. Insufficient time has 
elapsed to determine if these therapeutically induced remissions will be permanent. 
Because of the importance of steroid therapy in this disease, when periarteritis 
nodosa is suspected frozen section should be done, the diagnosis established, and 
cortisone therapy instituted at once. 16 references. 8 figures.— Author's abstract. 


BOOK REVIEWS 
Illustrated Preoperative and Postoperalive Care. puitie THOREK. Philadelphia, Pa., 
J. B. Lippincott Co., 1958. 98 pp. 60 illus. $5.00. 


This book is a clear and concise presentation of an often confusing and ambiguous 
subject. The author emphasizes the more important aspects by informative illus- 
trations and graphic presentations, and also by enlarging of the subjects in the 
text. The sections on parenteral fluid administration and acid-base balance are 
especially noteworthy and should serve as an excellent reference during the actual 
management of a patient. The section on chemotherapy is outdated and might 
well have been omitted. The book should have special appeal for the less active 
surgeon who requires an occasional refresher.— Andrew J. Martinis. 


The Healing of Wounds. Martin B. WILLIAMSON. New York. MeGraw-Hill 
Book Company, 1957. 202 pp. $7.00. 


The healing of wounds is basic to all surgical fields; this book should therefore 
interest men in all surgical specialties, as well as pathologists and biochemists. 
Dr. Williamson has done a good job. There is a good subject index, though it 
might have been desirable to include an author index as well. The references at 
the end of each chapter are up to date. Chapter headings include a number of 
fundamental problems. One of the most scholarly chapters is by Edwards and 
Dunphy of Boston, and concerns methionine in wound healing during protein 
starvation. Other fundamental chapters are those by the author himself, who is 
in the Department of Biochemistry of the Stritch School of Medicine, and by 
Catchpole, of the Department of Pathology, School of Medicine, University of 
Illinois. The other chapters are also valuable. Schmitz, Department of Obstetrics 
and Gynecology of the Stritch School of Medicine, has an excellent chapter on 
incisions used in gynecology. Although this reviewer can only praise the excellent 
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discussion of this particular aspect of the problem, it is of interest that this is the 
only chapter by subspecialists in surgery and it is on only a technical aspect of 
wound healing.—Henry \. Harkins. 


Degenerative Changes in the Slernoclavicular and Acromioclavicular Joints in Various 
Decades. ANTHONY F. DE PALMA. Springfield, Ill. Charles C Thomas, 1957. 
178 pp. 105 illus. $5.50. 


With this monograph, the author reports on his continuing investigation of the 
shoulder. He points out in the preface that basic knowledge of the normal gross, 
microscopic, and radiological features of the sternoclavicular and acromioclavicular 
joints in the various decades of life is lacking, and that at the same time this knowl- 
edge is essential for a complete understanding of the clinical symptoms of shoulder 
abnormalities. In this study, therefore, he attempts to establish a norm for each 
joint for different age periods. The material used was from individuals who ex- 
hibited no stigmata of shoulder disease in routine history or physical examination. 
Two hundred and forty-three sets of sternoclavicular and acromioclavicular joints 
and 150 clavicles were studied. The material is presented in logical order: (1) 
Gross features of the sternoclavicular and acromioclavicular joints in the various 
decades of life; (2) microscopic features of the joints; (3) gross features of the 
clavicle; (4) radiological considerations; and (5) interpretation of data under 
headings of anatomy of the joints, articular cartilages, interarticular dises. func- 
tional mechanisms, and the response of subchondral bone. The monograph 
concludes with a succinct summary. One criticism of the study might be the scant 
sampling of the earlier decades in contrast to the later ones, e. g., the second decade 
is represented by four joints (from two cadavers). However, it will be most useful 
to orthopedic surgeons, rheumatologists, and pathologists.—Roy R. Vello. 


Abdominal Total Hysterectomy. A New Technique. The Posterior Approach. 
FRANK MUSGROVE. Springfield, Ill. Charles C Thomas, 1957. 32 pp. 18 illus. 
$2.25. 

This small monograph describes the author's modifications in the operation of 
total abdominal hysterectomy. The description is clear and concise, and the 
generous number of illustrations are self-explanatory. The author utilizes a 
posterior approach in the location and isolation of the paracervical structures. 
The vaginal vault is entered early in the procedure, and subsequent dissection 
is aided by digital pressure from below against the vaginal fornices. The author's 
extensive experience and good results with this operation are very adequately 
supported in a review of 1000 personal cases.-Darid C. Figge. 


Bone Tumors. DAHLIN. Springfield, Il. Charles C Thomas, 1957. 219 pp. 
256 illus. $11.50. 


Bone tumors, with their ability to blend from one group to another, frequently 
lead discussants into verbosity. The author avoids this. Following a histopath- 
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ological classification similar to that advocated by Lichtenstein, he presents 
concisely the salient features of the various primary neoplasms of bone. The 
result is a useful, factual study. Based on a great wealth of long-term clinical 
experience, the study provides an understanding of primary neoplasms, their 
predictable clinical behavior, and their best treatment. The book's format is of 
outstanding quality. However, it is a disappointment that the publisher did not 
insist upon the inclusion of some colored ‘illustrations. These would make more 
meaningful the numerous black and white ones.—L. C. Winterscheid. 


Surgery of the Biliary Tract, Pancreas and Spleen. CHARLES B. PUESTOW. Chicago. 
Yearbook Publishers, 1957. 381 pp. 72 illus. $9.75. 


This book is the new edition of one of a series of handbooks of operative surgery 
and as such is brief and restricted. The material is considered in an orderly and 
logical fashion with sections on the liver, biliary tract, pancreas, and spleen, each 
being preceded by a discussion of anatomy and physiology. It is well illustrated 
and generally well written and easy to read. Some criticism may be offered. 
Annoying frequent repetitions were noted, particularly in the section on the biliary 
tract. Some topics, such as pancreatic physiology, portions of pre- and postoperative 
care, and the physiology of portal hypertension, were dealt with very superficially 
and consequently were not very informative. Considered totally, however, the 
book is a worth-while addition to a surgeon's library. I would agree with the author 
when he suggests that the book will be most useful to the practicing surgeon and 
especially the surgical resident.—Roy R. Vetto. 


Gynecologic Surgery and Urology. THOMAS L. BALL. St. Louis, Mo. C. V. Mosby, 
1957. 547 pp. 161 illus. $20.00. 


This work represents a major contribution to the literature of gynecologic surgery. 
It is well printed and very well illustrated. The author has made a commendable 
effort to discuss thoroughly the surgical! principles and surgical anatomy represented 
in each field of operation, prior to a discussion of a procedure itself. The presenta- 
tion is complete, up to date, well organized, and very readable. Included with 
each chapter is an extensive bibliography. The author's personal experience and 
feelings are rather strongly represented. However, although some controversy 
might be stimulated, his comments are refreshing and in no way detract from the 
merit of the text. The book should find its way into any modern gynecologic library. 
Although it will be valuable as a reference text for the experienced gynecologist, 
it does not replace standard textbooks of gynecologic surgery, nor does it seem 
primarily directed toward teaching at the undergraduate medical student level. 
—David C. Figge. 
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OBSTETRICS AND GYNECOLOGY 


The Differential Diagnosis and Treatment of 
Hirsutism in Women 


Russell R. de Alvarez, M.D., and 
Richard A. Heitman, M.D. 


Hirsutism in women, as any experienced physician can attest, is not uncommon. 
Most hirsute patients come to the physician because of their damaged vanity, com- 
plaining of the cosmetic inelegance of excessive hair. The psychic trauma of hirsut- 
ism, particularly when such hirsutism involves the face, is striking. Even the 
bearded lady of the sideshow is often miserable, despite her superficial attitude of 
amusement. 

Because of the psychic trauma, the cosmetic appearance of the patient, and the 
many misconceptions of the role of the endocrine glands in the development of 
hirsutism, this article will review recent writings on the problem. 

Hirsutism in the female could be defined as abnormal growth and distribution 
of hair. Excessive hair may be confined to the upper lip or chin, or may be as marked 
as that of the ‘bearded lady.’" Accompanying facial hair, there may be abundant 
hair growth on the chest, abdomen, and extremities. The occurrence of mild facial 
hirsutism, areolar hair growth, or excessive pudendal hair is frequent and usually 
not associated with endocrine imbalance. However, hirsutism, particularly when 
present to a marked degree, may be one symptom of a serious sex-endocrine dis- 
turbance. Benson et al® stress the fact that small, malignant tumors may remain 
dormant for years and then suddenly exhibit irreversible changes, having previously 
had hirsutism as a long-standing symptom. Therefore, it is the physician's duty 
to give thorough attention and the disposal of his skills, and possibly those of 
specialists, to the problem at hand. 

Hirsutism has been described as an important feature of several different syn- 
dromes. However, the relationship between the pathological basis and the clinical 
picture of hirsutism may not always be clear. Usually the adrenal cortex is the 
causative factor, either primarily or secondarily. Other glands, such as the pituitary 
and the ovaries, may stimulate the adrenal cortex to produce abnormal hair growth 
and thus. are thought to be the primary source. The pluriglandular relationship in 
most cases of endocrinopathic and nonendocrinopathic hirsutism has yet to be 
clarified. 

Endocrinopathic hirsutism may be associated with defeminizing signs including 
acne, roughening of the skin, odorous perspiration, recession of hairline at the fore- 
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head with slight alopecia, loss of feminine contours, and partial involution of 
genitalia. Virilization, including defeminization and hirsutism, may be present 
and includes enlargement of the clitoris and Adam's apple, coarseness of voice, 
balding, increased musculature, and atrophy of breasts and genitalia. Any sudden 
change in amount and distribution of hair, except at puberty, pregnancy, and the 
menopause, is of far greater significance than lifelong hirsutism, which reflects 
constitutional, racial, or genetic variation. 

The physiology of hirsutism involves a yet-unplumbed field of knowledge. It is 
known that general body nutrition, hormones, and end organ response influence 
the rate of hair growth. Ovarian estrogens and the adrenal androgens are thought 
to be principally involved, yet individual response varies considerably. Estrogens 
partially neutralize the skin effects of androgens and inhibit the pituitary gland. 
The adrenal androgens cause increased body musculature. The adrenal cortisone- 
like substances cause only mild accentuation of the androgenic hair pattern. Pro- 
gesterone has a short, cyclic action on hair growth* except in pregnant women. 
Mazer and Israel*® state that the hypothesis maintaining that hirsutism in the 
female is merely the result of lack of estrogen, which normally counteracts the 
alleged genetic tendency to male hairiness, is untenable because women with primary 
hypogonadism, in whom there is a definite lack of estrogen, do not have hyper- 
trichosis. These authors believe hirsutism in the female resides in an active factor, 
apparently an overproduction of androgens by the adrenal cortex, as evidenced 
by the following observations: (1) The greater excretion of androgens by hirsute 
women, and by those with adrenocortical tumors; (2) the ability of androgens, 
when given in large doses, to produce hypertrichosis in females of any age. 

According to Danforth’s classification, hair growth consists of three distinct types. '* 
Lanugo is the fine hair which covers the fetus, often persisting for a few days after 
birth; it is not thought to be influenced by hormones. Ambosexual hair is confined 
to the axilla, pubic region, and scalp, is affected by hormones, and disappears or is 
reduced in myxedema and hypopituitarism. Sexual hair is the beard on the face 
and chin of males and the thick, coarse, bristly hair on limbs, abdomen, and chest. 
Hair on the scalp may be considered sexual in that in the male it is thicker and 
heavier and tends to regress in areas, causing baldness or receding hairline. The 
evidence that these changes are of endocrine origin is that they do not occur after 
castration. 

For the purpose of this paper, the problem of hirsutism in women will be ap- 
proached by arbitrarily placing it into one of three categories: hirsutism with 
virilizing endocrinopathy, hirsutism with a nonvirilizing endocrine disorder, and 
hirsutism with no recognizable endocrine disorder. 

The history and the physical and pelvic examinations will usually place the 
patient in one of the above categories. Typical symptoms which should suggest 
a disorder within the first two categories (hirsutism with endocrine disease) are: 
(1) A definite change in the menstrual pattern, principally oligomenorrhea and 
amenorrhea. (2) An increase in the rate of growth of the excess hair. (3) A change 
in character of the hair from a fine to a rather coarse texture. (4) A change in normal 
distribution to a male type, including hair around the areola and recession of hair- 
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line at the forehead. (5) A deepening or hoarseness of the voice. (6) A decrease 
in breast size, or change in characteristic womanly stature and body contour. 

Conversely, however, a strong family history of hirsutism suggests that no endo- 
crine basis for the abnormality will be discovered. 

The physical examination is of considerable help. The most helpful and im- 
portant physical findings that suggest an endocrine disorder accompanying the 
hirsutism are: (1) A male habitus with large muscles. (2) Obesity limited to the 
face, neck, and trunk. (3) Weakness associated with muscle atrophy. (4) Acne 
of the face and trunk, roughening of the skin, odorous perspiration, or perhaps 
purple striae of the skin. (5) Frontal baldness. (6) A definite pelvic or suprarenal 
mass. (7) Partial involution of genitalia. (8) An enlarged or prominent larynx. 
(9) Psychosexual alteration and alterations in libido. 

The important fact to remember is that the chief basis for the differentiation of 
essential or “‘idiopathic’’ hirsutism and hirsutism associated with endocrine abnor- 
malities lies in the careful clinical approach rather than in extensive laboratory 
investigations. The literature contains case histories worked up thoroughly from 
an endocrinologic standpoint only to have an entirely different pathological picture 
presented to the surgeon at laparotomy or to the pathologist at autopsy.**: *7 

It has been estimated that 30 per cent of all women have heterosexual hair growth 
of some degree, and in 10 per cent of these it is sufficiently abnormal to provoke 
investigation.*? Possible causes of hirsutism, in order of likelihood, are: (1) ** Idio- 
pathic’’ or genetic disorders such as group or familial hirsutism, or hirsutism of 
no known cause in absence of familial history. Some families may be hirsute from 
birth. Also, it has been alleged that certain peoples appear to be particularly af- 
fected. (2) Ovarian and pelvic disorders, such as the Stein-Leventhal syndrome, 
theca-cell hyperplasia, Leydig cell tumor, diffusely luteinized ovaries, arrheno- 
blastoma, and, rarely, pelvic adrenal rests. (3) Adrenal disorders, such as Cushing's 
syndrome, adrenogenital syndrome, and the Achard-Thiers syndrome (diabetes in 
the bearded woman). (4) Hypothalamic pituitary disorders, such as acromegaly, 
Cushing's disease, and the Stewart-Morgagni-Morel syndrome (frontal bone hyper- 
ostosis, obesity, headache, mental disorder, virilism). (5) Miscellaneous disorders, 
such as hirsutism medicamentosa, pinealoma, teratoma, brain concussion, encepha- 
litis, various neuritides, and multiple sclerosis. Multiple sclerosis may disappear 
after recovery from the primary lesion. Schwartz?’ reports hirsutism also in cases 
of mumps and mental retardation. It must also be borne in mind that permanent 
hirsutism may accompany certain physiological processes. It may accompany or 
immediately follow menarche, childbirth, or menopause. That which occurs at 
puberty or at menopause is usually permanent, but that accompanying pregnancy 


Let us consider the pathological entities in the three arbitrary classifications. 


HIRSUTISM WITH A VIRILIZING ENDOCRINOPATHY 


The Adrenogenital Syndrome (Adrenal Virilism). The adrenogenital syndrome com- 
prises all the conditions in which abnormal changes in the sexual and metabolic 
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sphere are referable to organic or functional disturbances in the adrenal cortex. 
However, for practical purposes, most of us remember that the adrenogenital syn- 
drome in women refers to true masculinization of the female due to hyperactivity 
of the corticosexual, androgenic group of adrenal hormones. By contrast, in Cush- 
ing’s syndrome (pituitary basophilism), there is presumably an overproduction of 
steroids concerned chiefly with gluconeogenesis, with little involvement of the 
androgenic components of the cortex. Whereas the symptoms of Cushing's syn- 
drome characteristically include weakness, genital and breast atrophy, and sexual 
underfunction, among others, the adrenogenital syndrome, on the other hand, 
involves an overproduction of androgenic anabolic factors, and is associated with 
increased strength, good musculature, and genital hypertrophy. The androgenic 
compounds in the virilism of the ‘* pure’’ adrenogenital syndrome have a physiologic 
activity resembling that of testosterone. '* 

Depending upon the time of the occurrence of the endocrine imbalance, the andro- 
genic overproduction in the syndrome may result in pseudohermaphroditism if the 
process begins in utero; if it is delayed until sexual maturity is attained, the adreno- 
genital syndrome ensues. Bissell and Williams point out that an enlarged clitoris 
is one of the classic signs of the disease. Formerly it was considered one of the 
diagnostic criteria, but recently it has been pointed out that there may be a great 
overlapping of signs, many cases of Cushing's syndrome displaying features of the 
adrenogenital syndrome and vice versa.‘ Probably these hybrid forms depend on 
a secretion of admixtures of varying proportions of adrenal corticoids and androgens, 
or perhaps they may be due to differences in end organ reactivity.'* 

Greenblatt'® described an excellent differential discussion of the two syndromes 
and their variations, pointing out that, when adrenal hyperplasia develops during 
intrauterine life, the resulting pseudohermaphroditism may manifest a clitoris so 
enlarged as to resemble a hypospadiac penis. Accelerated growth during child- 
hoed, excessive muscular development, early growth of sexual hair, carly epiphyseal 
ossification, and progressive virilization are seen. Physical configuration, hair 
distribution, and psyche are masculine.** The vagina is absent or rudimentary. 
The internal genitalia, uterus, tubes, and ovaries remain infantile. Symptoms 
that usually provoke medical consultation by the adolescent or young woman are 
amenorrhea, hirsutism, and lack of breast development. 

However, if the onset of the disease occurs later in puberal life, the “* acquired”’ 
adrenal hyperplasia results in masculinization that is usually less complete. Pre- 
cocious puberty with enlargement of the clitoris and labia majora and appearance 
of pubic hair and hirsutism may occur. Sometimes breast growth and menstruation 
may be found. The “infant Hercules,’’ or powerful muscular development of the 
male, is not seen in the female, although some degree of this may be observed. 

When the syndrome appears in older women after puberty, hirsutism, amenorrhea, 
lowering of pitch of voice, and/or enlargement of the clitoris and, occasionally, 
increased muscular strength set in. True virilism is said to exist when these signs 
and symptoms are present. 

In diagnosing the adrenogenital syndrome, it must be remembered that in this 
disease the excess corticoids conserve protein instead of converting protein into 
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sugar. Sugar metabolism is usually not disturbed. Despite a common misconception, 
obesity is not the rule. Hypertension is usually absent. The diagnosis is confirmed 
by normal glucose and insulin tolerance tests. In congenital adrenal hyperplasia 
(pseudohermaphroditism), the urinary 17-ketosteroids are markedly elevated with 
normal or even decreased glucocorticoids. The excretion of estrogens and preg- 
nanediol is increased. Smith and de Alvarez*’ in a long-term study of a patient with 
congenital adrenal hyperplasia found that the pituitary gonadotropin levels were 
low, and that excretion levels showed little correlation with 17-ketosteroid excre- 
tion. In acquired adrenal hyperplasia, assays of 17-ketosteroids range from 40 to 
150 mg. /24 hour specimen but may reach 1000 mg. or more. The 11-oxycorticoids 
are usually normal. Bongiovanni, in recent studies, has noted that excretion of 
pregnanediol is increased, and also that pregnanetriol characteristically appears in 
the urine of patients with adrenogenital syndrome due to hyperplasia. With the 
administration of cortisone, the excretion of pregnanediol is suppressed and pregna- 
netriol disappears from the urine.* Urinary excretion of 8-ketosteroids such as de- 
hydroisoandrosterone is usually markedly elevated in patients with adrenal cortical 
tumors but not with adrenal hyperplasia. Retrograde or intravenous pyelograms, 
skull roentgenograms, and retroperitoneal pneumography are helpful. The presence 
of an adrenal tumor may be suspected if there is distortion of calyces, rotation and 
displacement of the kidney, or an asymmetrical air shadow on retroperitoneal 
pneumograms. When adrenogenitalism is suspected, but, on pelvic examination 
under anesthesia, a solid ovarian tumor is palpable, it is probable that the symptoms 
of adrenogenitalism are not due to adrenal pathology but to an ovarian masculinizing 
tumor. Surgical exploration of the adrenals may be necessary in some cases, in 
order to rule out neoplastic disease or to confirm the preoperative diagnosis. 

In the treatment of congenital adrenal hyperplasia associated with pseudoher- 
maphroditism, Wilkins et al*” *': * have shown the effectiveness of cortisone and 
its derivatives. Significant feminization occurs when 17-ketosteroids are main- 
tained below 8 mg. /day. Breast development, a decrease in face and body hirsutism, 
cornification of vaginal smears, and the establishment of regular menstrual cycles 
are seen. Smith and de Alvarez*® describe a patient whose improvement was so 
marked that she became interested in and attractive to boys, and was married 10 
months after commencing treatment with cortisone. 

Surgery, in treatment of adrenal cortical hyperplasia causing virilization, should 
be limited to correction of abnormal developments in the genitourinary tract of the 
female.*® The old treatment of surgical bisection of the adrenals has gradually 
been supplanted by medical treatment with cortisone, with better results. Jones 
et al*® suggest that patients who may be considered potentially responsive to corti- 
sone therapy are those women with symptoms suggesting mild adrenal dysfunction, 
that is, amenorrhea or oligomenorrhea, hirsutism, acne, and slightly elevated 
17-ketosteroid excretion values with normal development of pelvic organs. In 
congenital adrenal hyperplasia associated with hermaphroditism, it is preferable 
to convert the patient through surgical means into the sex for which the patient 
is best suited psychologically and emotionally.'* Where an adrenal tumor is found 
to be the source of the virilism, the therapy of choice is surgical removal. In in- 
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stances where the clinical features are combined with evidence of Cushing's syn- 
drome, or if the opposite gland is atrophic, it is advisable to administer cortisone 
postoperatively. When unilateral tumors are removed, many of the signs and 
symptoms gradually disappear and restitution of gynecic physiology may be expected. 

The prognosis regarding disappearance of unwanted, unsightly hair in patients 
being treated for adrenal virilism, regardless of cause, should be guarded. Hair 
growth may be retarded, but is usually not completely controlled. Other symptoms 
such as amenorrhea, sterility, and masculinizing effects may regress or disappear 
entirely. It is best not to be too pessimistic regarding future pregnancy in these 
patients, and not to be too optimistic regarding improvement of the hirsute state. 

Ovarian Masculinizing Tumors. Gaines** writes that the masculinizing tumors of 
the ovary comprise a heterogeneous group of neoplasms, with quite similar clinical 
and biological properties, varied histology and pathology, and controversial nomen- 
clature and histopathogenesis. This author divides the masculinizing tumors into 
three categories; the arrhenoblastoma, the adrenal rest tumor, and the Leydig cell 
tumor. 

Virilism associated with these neoplasms is the result of defeminization and 
masculinization, as explained earlier. Metabolic disturbances, including hyper- 
tension and disorders of carbohydrate metabolism, are relatively uncommon with 
the adrenal rest tumors but may occur with arrhenoblastomas. Mild manifestation 
of Cushing's syndrome is not rare in masculinizing ovarian tumors. However, the 
ovarian masculinizing tumor may usually be differentiated from both Cushing's 
syndrome and adrenogenitalism by the presence of an ovarian tumor, by absence of 
obesity, osteoporosis, hyperglycemia, hypertension, and palpatory or roentgeno- 
graphical evidence of an adrenal mass. 

Laboratory studies show normal or slight increases in urinary 17-ketosteroids and 
decreased estrogen and gonadotropin levels. Symptoms referable to the presence of 
a pelvic mass, torsion of a pedicle, necrosis, hemorrhage, and ascites may occur. 
Meigs’ syndrome (ovarian tumor, ascites, hydrothorax) may be ruled in or out. 
The differential diagnosis must include Cushing's syndrome and adrenogenitalism. 

Therapy is surgical in nature and includes a unilateral salpingo-oophorectomy if 
the patient is young and the neoplasm is encapsulated. In older individuals, with 
penetration of the capsule or local invasion, a total hysterectomy plus bilateral 
salpingo-oophorectomy is indicated. After removal of a masculinizing tumor, 
17-ketosteroids fall and the menses usually reappear within a few weeks or months. 
Hirsutism and other virilizing signs may begin to ameliorate within a month, but 
this is not always true. Crispell'® reports an arrhenoblastoma removed after 26 
years of symptoms with the result that the patient had to shave less frequently than 
before, but noted no other demasculinizing changes other than the resumption of 
normal cyclic menstrual bleeding! Vesell*’ reports a case involving a 17 year old 
masculinized girl subjected to laparotomy at which there were no gross findings, 
but on biopsy of a very slightly enlarged ovary an arrhenoblastoma was diagnosed, 
removed—and the patient is now an attractive female. 

Arrhenoblastoma. The principal organic lesion of the ovaries that causes hirsutism, 
masculinization, and amenorrhea is an arrhenoblastoma. More than 100 cases have 
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been reported in the literature. The age incidence varies from 15 to 66 years, with 
the majority occurring between 25 and 45 years of age. It is usually a benign neo- 
plasm, arising from undifferentiated cells or from testicular cell rests in the hilum 
of the ovary. The tumors are unilateral (95 per cent), solid, smooth, lobulated, 
encapsulated, gray-yellow neoplasms. The size may vary from 2.5 to 27cm. About 
22 per cent of the tumors are malignant, as evidenced by local invasiveness and 
metastases. Spread occurs by infiltration or dissemination through the peritoneal 
cavity, or by lymphatic or hematogenous channels. The recurrence rate is approxi- 
mately 12 per cent. 

At least three types of cells may be noted in the tumor: cuboidal or columnar cells 
in the tubules or glands; spindle-shaped or epithelioid cells in the more sarcomatous 
areas; and large polygonal cells with round, central nuclei and abundant cytoplasm 
representing interstitial or Leydig cells. The last are presumed to be the source of 
increased androgen secretion. The well-differentiated form is usually nonfunction- 
ing and benign. The degree of malignancy increases with the degree of undifferenti- 
ation. 

Clinically, a woman harboring an arrhenoblastoma evinces moderate to severe 
masculinizing changes—amenorrhea or oligomenorrhea, atrophy of the breasts, 
uterus, and vagina; enlargement of the clitoris; widespread hirsutism; a change of 
voice to that of the masculine type; and excretion of excessive quantities of androgen. 
The severity of the symptoms depends on the histologic type. There may be merely 
defeminization, mild masculinization, or full-blown virilization. The 17-keto- 
steroid excretion is usually normal but occasionally is moderately increased. The 


fact that these urinary metabolites are not strikingly elevated suggests that the 
tumor elaborates a highly potent androgen giving rise to relatively small quantities 
of urinary metabolites.'* The therapy of ovarian masculinizing tumors applies 
also to the arrhenoblastoma. 


Adrenal Rest Tumor. An uncommon cause of hirsutism, amenorrhea, and hyper- 
trophy of the clitoris, in a manner similar to that of the arrhenoblastoma, is the 
ovarian adrenal-like tumor, of which fewer than 20 instances have been recorded 
in the world literature. The tumor is also known as the lipoid-cell virilizing tumor, 
masculinovoblastoma, hypernephroma of the ovary, hypernephroid tumor, luteoma, 
adrenal adenoma, and adrenocorticoid tumor. 

The histopathogenic picture of this tumor is controversial and has been interpreted 
in various ways. Some consider the tumor to be the result of metaplasia of the 
stroma cells of the ovary.*® Others maintain that there are cell nests within the 
ovarian stroma resembling the peripheral cells of the adrenal cortex.** The hir- 
sutism, other virilizing phenomena, age of incidence, and clinical manifestations 
are similar to those of arrhenoblastoma. Also, manifestations of Cushing's syn- 
drome are likewise not rare. Polycythemia, hypertension, and impaired glucose 
tolerance are not infrequently seen. Elevated 17-ketosteroid values are usually 
seen with these tumors, unlike the arrhenoblastoma.” An elevation of pregnanediol 
output has been reported, but is not invariable.'* Surgical management is similar 
to that of arrhenoblastoma. Kepler et al** advise postoperative therapy with 
adrenocortical hormone because of the risk of postoperative collapse, as seen in 
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Cushing's syndrome following removal of an adrenal tumor that has suppressed 
remaining normal tissue. 

Leydig Cell Tumor (Hilar Cell Tumor). Leydig cell tumors are presumably derived 
from the hilus cells of the ovaries. These cells are the homologues of the Leydig 
cells of the testes, which they resemble morphologically and histochemically. 
Both the hilus cells and the cells of Leydig tumors contain Reinke crystalloids, 
which are characteristic of testicular Leydig cells. Only six tumors have been 
reported to date. The treatment is surgical excision, after which a reversal of 
masculinization occurs with marked loss of hirsutism. 

Theca Cell Hyperplasia and Masculinization. In 1949, Culiner and Shippel of Eng- 
land presented evidence of a concurrent relationship between theca cell hyperplasia 
of the ovary and masculinization. They observed 3 patients with hirsutism, 
amenorrhea, and sterility with bilaterally enlarged mobile ovaries. An enlarged 
clitoris was present in each of their cases. Similar findings have been reported by 
Stein in his comprehensive study of the Stein-Leventhal syndrome, where in some 
patients the labia minora and clitoris were markedly hypertrophied, but in most 
the external genitalia were normal and virilism was uncommon. 

The English authors state that one or both ovaries may show the above changes, 
with hypertrophy and luteinization, and with the absence of macroscopically 
demonstrable follicles. They state that surgical resection of such ovaries may be 
beneficial in some cases and is the form of treatment in general use. The procedure 
is empirical, and it is interesting to note that regression of such ovaries may occur 
spontaneously. However, hirsutism may remain after treatment. 

The etiology of these histochemical changes in the ovary is undetermined, but 
disturbances of gonadotropic secretion appear to be important in their production. 

Diffuse Luteinization of the Ovaries. An additional masculinizing syndrome, de- 
scribed in 1942 by Geist and Gaines, is associated with diffuse luteinization of the 
ovaries. The authors point out that, in contrast to the primary, defeminizing 
ovarian tumors, the gonadal changes in this endocrinopathy are probably secondary. 

Symptoms of patients with diffuse luteinization of the ovaries include pronounced 
and progressive hirsutism of the face, trunk, and extremities, male escutcheon, 
hypertrophy of the clitoris, occasional voice and breast changes, obesity, oligo- or 
amenorrhea preceded by irregular menstrual periods, and sterility. The authors 
report that efforts to find adrenal or pituitary disease have failed. On pelvic ex- 
amination, however, both ovaries are symmetrically enlarged to the size of hen's 
eggs. 

The ovaries are firm, smooth, and gray-white in color, with irregular areas of 
yellowish hue. On section, numerous small, cystic follicles rim the periphery of 
the cortex. The medullary portion of the ovary appears hyperplastic, with scattered 
orange-yellow areas. The essential features, on microscopic examination, include 
parenchymal hyperplasia, diffusely distributed accumulations of luteinized cells, 
and perifollicular theca cell proliferation and luteinization, Cystic atretic follicles 
are conspicuously distended. Scattered throughout the ovary are areas resembling 
well-developed, luteinized theca cells. Sudan III stain shows them to be filled with 
lipid material. Although corpora albicantia are present, recent corpora lutea are 
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usually not found. It is possible that this syndrome and the theca cell hyperplasia 
syndrome described by Culiner and Shippel are one and the same with minor histo- 
logical differentiation. Also, Gaines points out?* that the essential features of this 
entity are very similar to those of the Stein-Leventhal syndrome, except for the 
more conspicuous masculinization and exaggerated diffuse distribution of luteinized 
cells within the parenchyma. In all probability, they have a common etiological 
relationship. The present thinking considers diffuse luteinization of the ovaries 
as a pluriglandular disorder in which the ovarian picture is part of an altered hypo- 
physeal-ovarian-adrenocortical relationship. 

Westman* reported recently on the histologic structure of the ovary in 15 patients 
with menstrual disturbances and hirsutism. Luteinized theca cells were found in 
only 7. Comparative microscopic study of ovaries from 21 patients without endo- 
crine symptoms revealed hypertrophic theca cells in 8. The conclusion was that 
these findings did not support the view that increase in theca cells is the primary 
cause of menstrual disturbance with virilism. In none of the cases were 17-keto- 
steroids markedly increased. 


HIRSUTISM WITH NONVIRILIZING ENDOCRINOPATHIES 


The Stein-Leventhal Syndrome (Microcystic Ovaries, Hyperthecosis Ovarii). Stein and 
Leventhal in 1935 drew attention to a syndrome of amenorrhea associated with 
bilateral polycystic ovaries. Since that time Stein has collected and faithfully 
followed a large series of cases. 

The syndrome is most common in women 17 to 30 years of age, both single and 
married. One case has been reported at age 10. The symptoms, in order of the 
frequency that prompts patients to seck medical attention, are: (1) Amenorrhea; 
(2) sterility; (3) hirsutism, male type; (4) pain (rare); (5) excessive uterine bleeding. 

In 75 per cent of Stein's series of patients presenting the typical syndrome, the 
uterus was found to be hypoplastic. Breasts were smaller than normal in less than 
50 per cent. In severest cases, facial hair is profuse and coarse, as is pubic hair; 
there is a masculine type of escutcheon, hairy arms and legs, and sometimes hair 
about the areolae of the breasts and on the chest. 

The ovaries were usually 4 to 6 cm. in diameter, symmetrically enlarged, oval in 
shape, smooth, and pearly gray in color, usually with small bluish spots indicating 
cortical cysts. ** 

A presumptive diagnosis can often be made on the basis of history alone. There 
is usually a story of normal puberty and early adolescence with either regular or 
irregular cycles. After a few years, the patient notices periods of amenorrhea that 
become progressively longer, and in a great many instances the amenorrhea becomes 
absolute. Many of these patients present varying grades of hirsutism. 

The ovaries do not grow to more than 4 to 6 cm., are firm, freely movable, sym- 
metrical, and relatively insensitive. These cystic ovaries are not likely to be con- 
fused with lutein cysts or other tender adnexal swelling, nor are they usually found 
prolapsed in the cul-de-sac. 
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In Greenblatt’s series'® on the syndrome of “‘large, pale ovaries’’ (Albright), 
the following was apparent: 

1. Patients were all quite feminine in attitude and aptitude. In all, the body habitus 
was definitely feminine and all had unusually well-developed breasts. 

2. Hirsutism in varying degrees was present. 

3. Menstrual disorders, such as amenorrhea or menorrhagia following periods of 
oligomenorrhea, were noted in each case. 

4. Urinary 17-ketosteroids were normal or moderately elevated. Urinary 11- 
oxycorticoid values were normal or low. The urinary gonadotropins were clevated 
in 4 and normal in 2 others. 

5. Evidence of the syndrome manifested itself early in adolescence in many of 
these cases but became well defined between the second and third decades of life. 

A valuable diagnostic sign is the finding of bilateral and symmetrical enlargement 
of the ovaries either on palpation or by pneumoperitoneum. Stein prefers pneumo- 
roentgenography and culdoscopy to substantiate preoperative diagnosis. Pneumo- 
roentgenography is further preferred because of better visualization and comparison 
of uterine with ovarian size, and because of no danger of perforation of the rectum, 
as has occurred in culdoscopy even in the hands of experienced operators. A glorified 
Rubin test can be used, by continuing pertubation until approximately 1 liter of 
carbon dioxide is introduced into the peritoneal cavity, or by transabdominal in- 
sufflation with carbon dioxide in the same amount. This procedure may roentgeno- 
graphically outline two large, globular ovaries. 

Further confirmatory diagnostic procedures include endometrial biopsy, which 
will usually reveal a proliferative phase. Basal body temperature charts indicate 
the absence of a biphasic curve. Sella turcica roentgenogram, the glucose tolerance 
test, and basal metabolism are normal. The urinary excretion of 17-ketosteroids 
may be normal or slightly raised. The 1l-oxycorticosteroid excretion may be at 
the lower level of normal or less than normal, with a rise to a normal range post- 
operatively. In a number of instances, an increased pregnanediol excretion has 
been reported. Urinary gonadotropic levels are normal. 

At lapatotomy. the ovaries are found to be conspicuously and symmetrically 
enlarged. The ovarian surface is smooth, with occasional slight elevations, sug- 
gesting the presence of underlying cystic follicles. On section, the tunica albuginea 
usually appears thickened. Beneath it, numerous cystic follicles, 2 to 15 mm. in 
diameter, ring the cortex. The ovarian parenchyma is conspicuously hypertrophied 
and may contain occasional yellow flecks. Microscopically, the important features 
relate to the presence of a hyperthecosis. About many of the atretic cystic follicles, 
the theca interna layer shows marked proliferation and luteinization. Small groups 
of luteinized cells may be seen scattered throughout the parenchyma.*® When these 
findings are compared with those associated with diffuse luteinization of the ovaries 
or theca-cell hyperplasia of the ovaries, the probability is suggested that they 
represent varying degrees of similar endocrine effects. 

Ingersoll and McDermott'* thought that the etiology of the “‘ large, pale ovaries” 
was obscure but suggested two likely possibilities: (1) Congenital fibrosis and 
thickening of the ovarian capsule producing a mechanical barrier to ovulation 
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resulting in polycystic changes; (2) primary hormonal imbalance, possibly in the 
secretion of luteinizing hormone by the pituitary, producing secondary changes in 
the ovary. 

Patients manifesting this syndrome have not benefited from thyroid therapy or 
from administration of estrogens and progesterone. After bilateral wedge resection 
of one half to-two thirds of each ovary, the standard accepted treatment, ovulatory 
menses and conception may be expected in the large majority of cases. Stein** re- 
ports a series of 90 women operated upon, 64 of whom were infertile. After wedge 
resection bilaterally, 89 per cent became pregnant, with no recurrence of bilateral 
polycystic ovaries. Other series report somewhat lower rates of postoperative 
resumption of menses and subsequent pregnancies. Jones*® has succeeded in restor- 
ing ovulatory menses with low doses of cortisone in 4 of 6 patients, but the physio- 
logical significance and ultimate therapeutical usefulness of this approach are as 
yet uncertain. Jones et al,*® Greenblatt,® and Buxton and Van de Wiele’? have com- 
bined these two types of treatment with beneficial results. 

At times, some decrease in hirsutism has been observed, although this has not 
been consistent. Here again, it would pay not to be too optimistic about relieving 
the distressing hirsutism. 

The Stein-Leventhal syndrome is not rare, and in any hirsute woman without 
marked masculinization it should be considered. 

Adiposogenital Dystrophy. Adiposogenital dystrophy or Froelich’s syndrome should 
be mentioned here, primarily for the sake of completeness, as this is a somewhat 
uncommon cause of hirsutism in women. The disease was originally ascribed to 
tumor of the pituitary gland, and is now known to be the result of a functional 
disturbance in the pituitary-diencephalon area. It is manifested by mammary-mons- 
girdle adiposity, genital underdevelopment, and, in the adult female, osseous changes, 
hypertrichosis, placidity, headache, and minor defects in the visual fields.*° The 
hypertrichosis is distributed over the face, arms, and thighs, with a male distribu- 
tion of pubic hair. 

The treatment of true adiposogenitalism is not satisfactory. When the cause 
of the syndrome is a pituitary tumor that impairs vision, surgery is necessary unless 
the tumor is radiosensitive. A weight reduction diet is a necessary adjuvant to 
all therapy. The hypoestrogenism of females should be treated, according to 
Hamblen, with cyclic estrogen therapy. For associated hypothyroidism, thyroid 
substance should be administered. : 

Cushing's Syndrome. Cushing's syndrome was first clearly recognized by Harvey 
Cushing in 1932 and is now recognized as an expression of an excessive adrenocortical 
secretion of the 11,17-oxygenated corticoids, hydrocortisone, and cortisone. There 
is presumably an overproduction of steroids concerned chiefly with gluconeogenesis, 
with little involvement of the androgenic components of the cortex, as in the adreno- 
genital syndrome, except in those patients who have admixtures of the two 
diseases. 

Although admitting that certain cases were due to primary adrenal disease, 
adenoma, or carcinoma, Cushing believed that, in those patients with a pituitary 
basophil adenoma and bilateral adrenal cortical hyperplasia (Cushing's disease), 
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the disturbance rested in the anterior pituitary. However, hyalinization of the 
basophil cells (Crooke’s changes) of the anterior pituitary is invariably present in 
Cushing's syndrome.’ In the presence of bilateral adrenal hyperplasia, a small 
basophil adenoma is frequently found. Enlargement of the sella turcica is exceed- 
ingly rare in these cases. One then wonders if pathology is primary in the pituitary 
and possibly diencephalic area alone, and if the gonadal and adrenal changes are 
only secondary. 

The cardinal features found in Cushing's syndrome are obesity, hypertension, 
atrophy of the skin, gonadal functional depression, decreased glucose tolerance, 
erythrocytosis, osteoporosis, fatigability, and muscular weakness. Hirsutism of 
the face and chest and masculine distribution of pubic hair are conspicuous fea- 
tures. Baldness is uncommon. Cardiac decompensation, chronic nephritis, and 
nephrolithiasis due to the moderately rapid loss of calcium are complications 
frequently observed. A buffalo-type obesity is usually encountered, confined to 
the face and trunk and sparing the extremities. A protuberant abdomen may 
give the appearance of girdle obesity, and is said'* to result more from abdom- 
inal wall relaxation and weakness than from actual deposition of fat. General- 
ized obesity may be encountered, however. Thinness and atrophy of the skin are 
common findings. The plethoric appearance in most of these patients is thought 
to be due to the transparency of the skin. The purplish striae and purpuric spots 
result from poor skin matrix and are only part of the changes due to widespread 
protein deprivation. 

Regressive ovarian function is reflected in amenorrhea, atrophic endometrial 
changes, and in castrate vaginal smears. Libido is diminished or absent. Vertebral 
osteoporosis is common. Collapsed vertebrae, kyphosis, and lumbar pain are com- 
mon features. The decalcification is not a calcium disorder but a weakness of the 
bone matrix. Fatigability, asthenia, and marked weakness are features of the dis- 
ease due to decreased muscle mass and negative nitrogen balance. An insulin- 
resistant diabetes is frequently found. In many the fasting blood sugar is normal, 
but when a glucose tolerance test is performed an abnormal sugar tolerance curve 
is obtained. 

The hirsutism is usually unattended by other virilizing signs such as enlargement 
of the clitoris or voice changes. As has been stated, however, there is a tremendous 
overlapping of the adrenogenital and Cushing's syndromes so that the patient can 
be virilized and have all the signs and symptoms of the metabolic disorders common 
to Cushing's syndrome. '* 

The signs and symptoms that aid in the differentiation of ** pure’’ Cushing's syn- 
drome, *‘pure’’ adrenogenitalism, and the Stein-Leventhal syndrome are that in 
the first there is muscular weakness and pseudomasculinization, in the second there 
is increased strength and true virilism, and in the third there is hirsutism with 
marked femininity. 

The excretion of 17-ketosteroids in Cushing's syndrome is highly variable de- 
pending on “‘etiology."’ In the presence of adrenal hyperplasia, the values tend 
to be slightly elevated. With a benign tumor of the adrenal cortex values are usually 
normal, but in malignant tumors they may be very highly elevated. In a limited 
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series of cases,'* a fall in 17-ketosteroids has usually been observed after cortisone 
administration when the disorder was caused by hyperplasia, but not in the presence 
of an adrenal tumor. Assays of 11-oxycorticoids are significant, being markedly 
elevated in Cushing's syndrome. The fasting eosinophil count is usually below 
100 in this disease; if the count is much above this number, then the disorder is 
probably not Cushing's syndrome. 


As to treatment, surgery is indicated when a hypertrophied adrenal gland or 
adenoma is found on perirenal insufflation or by roentgenographic studies. When 
a tumor is found, the opposite adrenal is often seen to be atrophic as the result of 
suppression of ACTH output by the autonomously functioning tumor. Fatal adrenal 
insufficiency has followed removal of such a tumor for this reason; and Dorfman 
and Shipley'* therefore recommend high dosages of cortisone postoperatively for 
several days after surgery. The dosage can gradually be tapered, and ACTH should 
then be administered to reverse the atrophy more promptly. 

In severe forms of the disease, it is likely that subtotal or total adrenalectomy 
will enjoy more favor in the years to come. The availability of cortisone for post- 
operative support and, if necessary, indefinite maintenance has greatly decreased 
the risk of radical surgery.'* Roentgen therapy to the pituitary gland has been 
followed by commendable improvement or remission in some patients and should 
be undertaken particularly when there is an enlargement of the sella turcica. As 
for endocrine therapy, androgens, paradoxically, have given the most beneficial 
results. Symptoms are due to protein lack, and testosterone has nitrogen-sparing 
qualities. The hirsutism in this case can not be expected to improve, but, when 
surgery or roentgen therapy is utilized, the results have been very good in some 
cases, though moderate in others. 

In early publications, Cushing estimated the average duration of life in patients 
to be three to seven years, with death most commonly due to complications of 
cardiac decompensation, chronic nephritis, nephrolithiasis, or severe overwhelming 
infections. Statistically significant results of newer forms of treatment are not 
yet available. 

Hirsutism Associated with Diabetes Mellitus. The association of diabetes and hir- 
sutism was originally thought to be a definite entity and was known as the Achard- 
Thiers syndrome. Most observers feel now that the two situations occur together 
because both are common in women, and not because they represent a distinct entity. 
Patients with this combination may have hirsutism without virilism or associated 
menstrual irregularities. Diabetes and hirsutism, as has already been mentioned, 
may occur as part of Cushing's syndrome, although in this case the diabetes is usually 
insulin resistant, and there would be other definite signs and symptoms. 


HIRSUTISM WITH NO RECOGNIZABLE ENDOCRINE DISORDER 


Idiopathic Hirsutism. This clinical entity has already been discussed in some 
detail, but it should be pointed out again that it is probably the most common 
‘cause’ of hirsutism in women. It perhaps might better be labeled constitutional, 
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genetic, or physiological hirsutism since all the reports in the literature seem to 
lump these several distinct entities under the heading of ** idiopathic."’ 

In the pure form of idiopathic hirsutism, unaccompanied by masculinizing signs, 
amenorrhea, infertility, or by any of the elements of Cushing's syndrome, the cause 
might well be related to a sensitivity of the piliary system to normal levels of cir- 
culating androgen. 

Physiological hirsutism has been discussed briefly. This category would include 
that associated with the menarche, the menopause, or pregnancy. The mild degree 
of hirsutism not uncommonly seen in pregnancy may be the result of placental 
secretion of androgens, gonadotropins, and ACTH. A history of onset or aggrava- 
tion of hirsutism during pregnancy is sometimes obtained from patients who are 
later found to have adrenal or ovarian dysfunction. ' 

Patients with idiopathic hirsutism often have a strong family history of increased 
hairiness and are chiefly brunettes. This may distinguish them from endocrino- 
pathic hirsutism and, barring any further physical signs of an endocrine disorder, 
would preclude further diagnostic studies. However, if by chance the patient is 
obese, has menstrual irregularities, and is infertile, a confusion with the Stein- 
Leventhal syndrome may develop unless polycystic ovaries are ruled out. Should 
hypertension or diabetes be present, it may be difficult to rule out an early or mild 
Cushing's syndrome. Women with true idiopathic hirsutism, however, have no 
or few menstrual irregularities, have borne normal children, and have normal or 
slightly elevated 17-ketosteroid excretion rates. 

The growth of hair on the face may be fully as abundant as that associated with 
ovarian or adrenal masculinizing lesions. Hair on the chest, linea alba, and extremi- 
ties may resemble that of the male. Lengthening of the hair is usually first noted 
shortly after puberty, in most cases. 

Koets** in an interesting experiment measured the ketosteroid excretion levels in 
9 patients with idiopathic hirsutism at weekly intervals during complete menstrual 
cycles. The values showed a cyclic variation with maximum excretion at the ap- 
proximate time of ovulation, in contrast to the relative constance of excretion in 
normal women. The maximum levels were invariably well above the upper limits 
of normal. A similar cyclic excretion pattern, with a maximum at the time of 
estrus, was observed in rats in which variation in the weight of the adrenal cortex 
was known to occur. The conclusion was then tentatively advanced that the con- 
dition of the hirsute patient may in some way be connected with a sensitivity of 
the adrenal cortex to ovarian hormones that is absent in normal women. 

Women of this clinical category may be followed regularly, and no change in the 
pattern, distribution, or coarseness of the hair may be noted. Attempts to get 
rid of excess hair must be primary, that is, directed at removing the hair per se. 

Hirsutism Medicamentosa. \t should be realized by the clinician that androgen, 
when given to a woman in sufficient dosage and for a sufficient length of time, can 
always cause some degree of masculinization. The virilizing pattern in patients 
undergoing androgen therapy may be fairly constant. Increased facial hair growth, 
an early manifestation, is usually first noticed as a lengthening and thickening of 
the hair on the upper lip, followed by its appearance on the cheeks and chin. Acne, 
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TABLE I* 
Incidence of Virilization with Prolonged Androgen Therapy 


Rare or Slight Appreciable Majority Show 

Changes Effects Distinct Effects 
Testosterone propionate 100 mg. /month 200 mg. /month §00 or above 
Methy! testosterone 300 mg. /month 600 mg. /month 1200 or above 


* From Dorfman and Shipley,'* p. 356. 


clitoral enlargement, and voice change are also manifested. The stimulation of 
generalized body hair or baldness requires large and prolonged dosage. '* 

No definite rules can be laid down for the dosage limitation that, if exceeded, 
will lead to some degree of virilization. Figures in table I are only approximate, 
formulated by the experience of Dorfman, Shipley, and others. 

Segaloff** reports a typical case of a woman who had received testosterone pro- 
pionate therapy for advanced mammary cancer: 


“Mrs. B. B., a white woman, aged $4 years, had inoperable mammary carcinoma. She had had her 
last menstrual period at the age of 44 years. She was treated with intramuscular injections of 100 mg. of 
testosterone propionate in oil three times weekly. Within a few weeks hirsutism developed over the face, 
body and abdomen. Her voice became slightly deeper, acne appeared over the face and shoulders, and there 
was increased oiliness and coarseness of the skin generally over the body. At the time of examination 
six months later, an increase in the size of the clitoris was noted. Development of male musculature, loss 
of some of the feminine body fat, and greatly increased libido occurred during this period of androgen 
therapy.” 

Here the testosterone was clinically indicated, but Crispell et al'’ report a case 
in which the drug had been given empirically over an 18 month period. Only 26 
months after the drug was stopped did the patient's signs of masculinization dis- 
appear. However, the facial hirsutism remained to some extent. It is interesting 
but disturbing that the hirsutism did not completely disappear even though ad- 
ministration of androgens was discontinued. One should therefore pause before 
administering androgens to any woman for any purpose. 

Hirsutism with diphenylhydantoin therapy has also been reported.‘ 


REVIEW OF DIAGNOSTIC MEASURES 


A good history and physical and pelvic examination are the sine qua non of 
diagnosis of hirsutism in women (table ID. Particular attention should be paid to: 
Age of onset, family history of hirsutism, history of menstrual irregularities, voice 
changes, development of acne and baldness, change in breast size, change in character 
and distribution of hair, libido, sterility Gif married), pregnancy, presence or absence 
of other disease, drug medication, etc. The physical examiner should note: General 
condition of patient; distribution and texture of hair; body build; fat distribution; 
muscular strength and development; appearance of skin; presence or absence of 
baldness; pelvic or abdominal masses; size of clitoris; size, position, and texture of 
other sex organs; size of larynx, and sound of voice. 
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TABLE II 


Differential Diagnosis of Hirsutism in Women 


Adrenogenital Syndrome 
Masculiniz- Secin- 
Congenital Acquired ingOvarian Leventhal Cushing's Idiopathic 
Tumor Hyperplasia Hyperplasia Tumor Syndrome Syndrome Hirsutism 


Age of onset Prepuberal 3rd to Sth Prepubecral Postpuberal Adult Prepuberal Variable, 


or adult intrauterine or adult or adult usually near 
months puberty 
Hirsutism Mod. to Severe Mod. to Usually Usually Mod. Variable 
severe severe severe mild 
Virilization Mod.* Severe Mod.* Mod. to Usually Mild* Absent 
severe absent usually 
Obesity No No No Raret 25° of Face, neck, No 
cases trunk 
obesity 
Amenorrhea Yes Yes Yes Yes Yes Yes No 
Hypertension No Sometimes No Occas.t Uncommon Yes No 
Purple striae No No No No No Common, No 
with thin 
atrophic skin 
Muscle No No No No No Present No 
atrophy and 
weakness 
Osteoporosis No No; bone No No No Common No 
age advanced 
Baldness Common Uncommon Common Common No Uncommon No 
Clitoral Yes Pseudoher- Yes Yes Uncommon Variable Rare 
hypertrophy maphro- 
ditism 
Impaired Unusual* Uncommon Unusual* Occas.* No Common No 
glucose 
metabolism 
Polycy- Occas. Uncommon Occas. Occas.t No Common No 
themia slight slight 
Ovarian No No No Yes Bilateral No No 
tumor enlarg. 
Adrenal Yes No No No No Occas. No 
tumor 
Enlarged No No No No No Occas. No 
sella 


* Admixtures of Cushing's syndrome and the adrenogenital syndrome are not rare. Columns list “pure’’ 
forms of each. 
+ Mild Cushingoid features are sometimes seen in ovarian masculinizing syndromes. 


Sella turcica plates, endometrial curettage, glucose and glucose-insulin tolerance 
tests, basal metabolism rate, vaginal smears, and roentgenograms of spinal column 
and long bones will be of value in determining associated endocrine dysfunctions. 
When adrenal tumor is suspected, pyelography as well as injection of air into the 
perirenal fascial space or the periaortic space may be indicated, although these 
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procedures carry a certain amount of risk even in skilled hands. It should be empha- 
sized that a negative intravenous pyelogram does not rule out the presence of an 
adrenal mass. Pneumoroentgenography or culdoscopy, whichever is preferred by 
the experienced clinician, may be useful in determining associated ovarian abnor- 
malities. A pelvic examination under anesthesia is invaluable and should be done 
whenever inadequate relaxation of the patient prevents thorough examination. It 
is possible that the determination of pregnanetriol or dehydroepiandrosterone in the 
urine may prove to be very useful, but they are not in routine use at the present time 
(table IID). Weed* and others recommend laparotomy with exploration of adrenal 
areas if an endocrinopathy is suspected and if a satisfactory diagnosis cannot be 
made. This should include an ovarian biopsy. 

The 17-Ketosteroids. In the female, 17-ketosteroids are the normal degradational 
products of the metabolism of androgens and androgen-like substances of the adrenal 
cortex. There is some evidence of androgenic activity in the normal human ovary, 
but no pure androgen as yet has been isolated. Dorfman and Shipley'* maintain that 
there is no reason as yet to believe that this organ is an important source of androgens 
in the normal woman. 

The simple colorimetric determination of the 17-ketosteroid substances in a 24 
hour urine collection gives a fair correlation with androgenic content. Not all 
androgens give rise to significant increase of 17-ketosteroid substances in the urine, 
however, and some nonandrogenic substances, such as the corticoids, may con- 
tribute to them.?* 

A good rule to remember is that most states of adrenal hyperactivity give rise to 
increased 17-ketosteroids, with the exception of a benign adrenal adenoma causing 
Cushing's syndrome. It is also important to remember that the 17-ketosteroid 
determination is a quantitative chemical test and does not always correlate with 
biological androgenicity. Testicular androgens do not markedly elevate 17-keto- 
steroid excretion but are quite virilizing in their biologic effect, as in ovarian 
masculinizing tumors. On the other hand, certain adrenal neoplasms may have 
an astronomical 17-ketosteroid excretion rate with only mild virilism clinically 
apparent. * 

There is a great deal of difference of opinion in the literature as to the diagnostic 
value of the 17-ketosteroids. Bishop* states that ‘the only condition in which 
an estimation of 17-ketosteroids is of any real assistance clinically in the high figure 
group is in the case of adrenal cortical tumor, a commonly diagnosed disorder of 
extreme rarity; here the figure is at least three or four times as great as the upper 
limit of the normal male range.’’ This represents one end of the spectrum of opinion 
regarding 17-ketosteroid value. There is a confusing welter of data tending, in the 
final analysis, to support Bishop's contention, but Benson et al,? Greenblatt,'® and 
Segaloff et al ** have attempted to organize this data into a clinically useful range 
of criteria. 

If the virilism is associated with a normal or slightly elevated 17-ketosteroid 
excretion (10 to 20 mg./24 hours), it is most likely due to an ovarian lesion; the 
only possible adrenal lesion is Cushing's syndrome with benign adenoma. Green- 
blatt states that, in Cushing’s syndrome, in the mature types of arrhenoblastoma, 
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TABLE III 
Laboratory Values and Treatment 


Adrenogenical Syndrome 


— Masculiniz- Stein- 
Congenital Acquired ingOvarian Leventhal Cushing's Idiopathic 
Tumor Hyperplasia Hyperplasia Tumor Syndrome Syndrome — Hirsutism 
17-Keto- Above Mod. to Normal to Normal or Normal or Normal Usually 
steroids normal, marked mod. elev. slight elev. slight elev. with be- normal ; 
marked clev. elev. nigntumor; may be 
with malig- slight in- elev. at 
nant tumor crease with ovulation 
adrenal 
hyperplasia; 
marked in- 
crease with 
malignancy 
Corticoster- Normal Normal or Normal Normal Normal or 90% high Normal 
oid excretion low low 
Effect of None Sharply re- Usually re- Probably | Lowered* Reduction Lowered* 
cortisone on duces 17-KS duces 17-KS lowered* if adrenal 
17-KS hyperplasia; 
no change 
with tumor 
Pregnanediol Increased Increased Elev. with Elev. in 
adrenal rest some 
tumors 
Pregnanctriol Appears in Appears in 
urine urine 
Follicle Low Low Absent or Normal 
stimulating decreased in 
hormone arrheno- 
blastomas 
Treatment Surgical Cortisone; Cortisone; Surgical re- Bilat. Pituitary Shaving, 
removal surgery to surgery to moval; may wedgere- irradiation; epilation, 
G.U. tract G.U. tract require ir- section or total or electrolysis 
only if necessary radiation cortisone subrotal 
or post- or both adrenalec- 
operative tomy; surgi- 
cortisone cal extirpa- 


tion of tumor 


* 17-Ketosteroid excretion in normal subjects is lowered following administration of cortisone. 


in idiopathic hirsutism, and in the Stein-Leventhal syndrome, the levels may be 
normal or slightly raised (7 to 20 mg./24 hours). An elevation of the 11,17-cortico- 
steroids in the urine is indicative of Cushing's syndrome. 

If the degree of virilization is out of proportion to elevation of 17-ketosteroids, 
an ovarian tumor must be considered. If the 17-ketosteroid value is very high 
50 mg. /24 hours or above), an adrenal cortical disorder, usually a malignant tumor, 
is most likely.* 
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TREATMENT 


At this point, it should be emphasized again that hirsutism is the most common 
and frequent complaint which brings these patients to the physician. An attempt 
has been made to stress points in the history and physical examination that should 
alert one to suspect an associated endocrinopathy that is harmful to the patient 
and needs correction. Correction of the underlying endocrine abnormality will 
not, in all cases, cure the hirsutism; thus the physician should use extreme caution 
in the prognosis of the hirsutism per se. 

When no cause can be demonstrated, the physician is now left with the actual 
management of the removal of the excess hair, either as primary therapy in idio- 
pathic hirsutism, or in addition to other therapy as outlined above. Crispell et al'® 
believe that the best plan of management at the present time is the removal of the 
excess hair by shaving with a razor. Trotter*® and others have pointed out that 
cutting has no influence on the rate of hair growth. Men who shave daily do not 
have an ever-increasing beard, and accurate daily measurements of beard growth 
objectively confirm this impression. It is interesting that, immediately following 
shaving, the hair grows at a rapid rate for a few hours, but this is followed by a 
compensatory decrease. The over-all effect of shaving in the course of a day is thus 
the same as that of cutting, namely, none. 

There is a popular belief that shaving in women is responsible for increasing the 
diameter of the individual hairs, but this cannot be proved experimentally. The 
increasing coarseness is a physiologic process associated with aging, and there is 
no evidence that this process is accelerated by shaving or by the application of 
cosmetic creams. Rubbing the face with a pumice stone after shaving may remove 
some of the hair left, and thus the face will feel softer and appear less hirsute. Elec- 
trolysis is an effective but expensive procedure and should be carried out only by 
well-qualified technicians. Experience has shown that the more hirsute individuals 
rarely complete treatment with this method. 

Numerous new depilatory creams have appeared on the market, whose brochures 
state that they may be used with safety in removing facial hair. Most of these 
preparations contain calcium thioglycollate as the active ingredient. No informa- 
tion is available as to the safety of long-term use of such products. More critical 
clinical trials should be carried out over a long period of time before these prepara- 
tions should be recommended in the control of hirsutism. 

The empiric use of estrogens in treatment of patients with essential or idiopathic 
hirsutism is to be condemned. This type of treatment may bring about significant 
alteration of ovarian function: the ovarian cycle may be disturbed, and various 
irregularities of uterine bleeding precipitated.* Also, local gynecologic disease, 
such as carcinoma or endometriosis, undiagnosed and unsuspected by those who 
depend on empirical treatment, may be aggravated. 


SUMMARY 


1. Hirsutism in women is not uncommon. Cosmetic inelegance causes patients 
to seek medical care. 
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2. Hirsutism may be one symptom of a serious sex-endocrine disorder. A malig- 
nant neoplasm may lie dormant for years with hirsutism as a single clinical mani- 
festation. 

3. Endocrinopathic hirsutism may be associated with defeminization and virili- 

‘gation. A sudden change in amount and distribution of hair is of greater significance 
than lifelong hirsutism. 

4. Hirsutism is probably the result of androgenic overproduction by the adrenal 
cortex. 

5. The hirsute woman can be placed into one of three categories: Hirsutism with 
virilizing endocrinopathy, hirsutism with a nonvirilizing endocrine disorder, and 
hirsutism with no recognizable endocrine disorder. 

6. Hirsutism with endocrine disorder is suggested by change in menstrual pattern; 
change in growth rate, texture, and distribution of hair; voice and skin changes; 
decrease in breast size; enlarged clitoris; acne; pelvic or suprarenal masses; and an 
enlarged or prominent larynx. A strong family history of hirsutism suggests chat 
no endocrine basis will be found. 

7. Hirsutism with virilizing syndromes include the adrenogenital syndrome and 
ovarian masculinizing tumors. Symptoms, signs, laboratory values, and treatment 
are summarized in tables II and III. 

8. Hirsutism with nonvirilizing endocrinopathies include the Stein-Leventhal 
syndrome, adiposogenital dystrophy (Froelich’s syndrome), Cushing's syndrome, 
and hirsutism associated with diabetes mellitus. See tables II and III. 

9. Hirsutism with no recognizable endocrine disorder includes “‘idiopathic™’ 
hirsutism and hirsutism medicamentosa. 

10. Diagnostic measures include a thorough history and physical and pelvic 
examinations with particular attention to items listed in paragraph 6. Adjunctive 
diagnostic tools are skull roentgenograms, endometrial curettage, glucose tolerance 
tests, vaginal smears, roentgenograms of spinal column and long bones, intravenous 
pyclography, gynecography, perirenal air studies, culdoscopy, and pelvic examina- 
tion under anesthesia. 

11. The 17-ketosteroid excretion studies give fair correlations of androgen con- 
tent of the adrenals and ovaries, but may be misleading to the inexperienced. Normal 
or slightly elevated 17-ketosteroids are usually associated with ovarian lesions, 
moderately elevated 17-ketosteroids with adrenal hyperplasia, and greatly elevated 
values usually with malignant adrenal neoplasms. If virilization is out of proportion 
to 17-ketosteroid excretion, an ovarian masculinizing tumor is most likely. 

12. Treatment of an endocrine disease as the cause of hirsutism may not result 
in banishment of hirsutism. Residual and primary or essential hirsutism are best 
treated by shaving. Estrogenic ‘‘creams’’ are to be condemned. Electrolysis is 
expensive and time consuming. Depilatory creams offer promise but have not been 
studied objectively in sufficient numbers. 
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Postgraduate Obstetrics Courses 
Offered at Woman’s Hospital 


The Woman's Hospital in New York City is offering two courses in obstetrics, limited to 
general practitioners. Each course is approved for 30 hours’ category I credit by the Ameri- 
can Academy of General Practice. The courses are entitled ‘““Antepartum Care” and “The 
Conduct of Labor and Delivery.’’ They will be given October 16 to 30, 1958. They are 
full-time courses running for a week each. Students will be expected to work in the clinics, 
and in the second course they will be assigned to patients in labor whom they will assist at 
delivery. Either or both of the courses may be elected. 

Physicians interested in this postgraduate instruction should write to Carl P. Wright, Jr., 
Woman's Hospital, 141 West 109th Street, New York 25, N. Y.; an application blank and 
prospectus will be forwarded. 
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obstetries abstracts 


NORMAL PREGNANCY INCLUDING DIAGNOSTIC TESTS 


78. Prochlorperazine for the Treatment of Nausea and Vomiting of Early Pregnancy. 
CHARLES LEAVITT SULLIVAN, Boston, Mass. New England J. Med. 258:232- 
234, Jan. 30, 1958. 


Though 50 to 80 per cent of all pregnant patients will experience nausea and or 
vomiting of pregnancy to some degree, these will resolve themselves physiologically 
by the end of 15 weeks. Ten per cent of patients will require definitive treatment, 
without which | in 150 pregnancies will progress to hyperemesis gravidarum. The 
author reports that prochlorperazine in doses of 30 mg. daily, in sustained release 
form, will provide effective relief in 90 per cent of patients requiring treatment. 
Side effects are minimal, and in the 80 patients so treated the natural lethargy of 
pregnancy was enhanced, to any degree, in only 6 per cent. This state of lethargy 
of pregnancy was also presented as a presumptive sign in the diagnosis of the 
gravid state. It is noted that the spontaneous abortion rate in those patients 
receiving treatment was only 5 per cent as compared to 13 per cent in 3467 consecu- 
tive patients from which this material was drawn. This low incidence of nausea 
and vomiting suggests the presence of a vigorous trophoblast with early, high pro- 
duction levels of chorionic gonadotropin. As this substance is catabolized chiefly 
in the liver, it accounts for the gastrohepatic manifestations of the syndrome, and 
its presence augurs well for the outcome of the conception. 8 references. 1 table. 
—Author’s abstract. 


79. Thyroxine Binding by Serum Protein in Pregnancy and in the Newborn. sacos 
ROBBINS AND J. H. NELSON, Bethesda, Md. J. Clin. Investigation 37:153-159, 
Feb., 1958. 


The thyroxine-binding capacity of the thyroxine-binding alpha globulin of serum 
(TBP) has been measured during pregnancy in normal women. This capacity, 
which probably reflects the concentration of TBP, rises in the early weeks of 
pregnancy to a level that is approximately two and one-half times that in normal 
adults, remains essentially unchanged throughout pregnancy, and returns to normal 
within six weeks postpartum. As a result of this rise in TBP, the concentration of 
free thyroxine in serum, calculated with the aid of certain assumptions, is signifi- 
cantly lower than that in nonpregnant adults, despite a rise in serum protein-bound 
iodine (PBI). The thyroxine-binding capacity of TBP in the newborn is approxi- 
mately one and one-half times that in normal adults and is lower than that in the 
mother. Since PBI in the newborn is approximately equal to that in the mother, 
the concentration of free thyroxine is significantly higher. This level, however, is 
the same as that in nonpregnant adults. 40 references. 3 > tables.— Author's 
abstract. 
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PATHOLOGIC PREGNANCY 


80. Prefrontal Lobotomy and Severe Pre-eclampsia. SAMUEL J. TURNER, Chicago, 
Ill. Am. J. Obst. & Gynec. 75:454—456, Feb., 1958. 


A 37 year old white women, para II, gravida II], with pregnancy at term, was 
seen in consultation for the first time at the Mt. Sinai Hospital on April 6, 1956, 
because of severe toxemia. Previously she had been afflicted with schizophrenia, 
for which she had been treated with a prefrontal lobotomy Jan. 20, 1952. Her pre- 
natal care had been inadequate because she failed to follow her family physician's 
instructions. After four days of medical management, the toxemia suddenly 
became worse. Since the cervix was not ripe for induction, delivery was accom- 
plished by means of a low cervical cesarean section with | per cent lidocaine hydro- 
chloride for local anesthesia. The baby weighed 1928 Gm., cried vigorously, and 
remained in excellent health. Soon after delivery, the patient became critically 
ill. Cyanosis, tachycardia, hypertension, oliguria, albuminuria, hemoconcentra- 
tion, irregular temperature elevation, and severe paralytic ileus prevailed for ap- 
proximately six days after surgery. Oxygen, antibiotics, antihypertensive drugs, 
sedatives, rapid digitalization, Wangensteen suction, irrigation of the lower bowel, 
a Foley catheter, and adequate amounts of fluids intravenously containing glucose 
and electrolytes as indicated were administered. In spite of her critical illness, the 
patient continued to exhibit a most remarkable sense of tranquility and well- 
being. Because she had a high threshold of pain, she accepted all treatment 
w thout objection. In fact she frequently smiled and even joked during intrave- 
nous puncture or while a catheter was being inserted. She recovered completely in 
three weeks. It is suggested that, because of their carefree attitude, state of 
euphoria, and high threshold of pain, pregnant women who have had prefrontal 
lobotomy may require close observation by the obstetrician as well as by a re- 
sponsible member of the family in order to avoid neglect during labor and ante- 
natally. 5 references.—Author’s abstract. 


ECTOPIC PREGNANCY, HYDATID MOLE, CHORIONEPITHELIOMA 


81. Bilateral Tubal Pregnancy. A Case Report. pamip c. wittiams, Chicago, 
il. Am. J. Obst. & Gynec. 74:1132-1135, Nov., 1957. 


A case is presented of bilateral tubal pregnancy, considered to be the rarest form 
of double ovum twin pregnancies. Fishback in 1939 pointed out that the embryo 
or chorionic villi must be present bilaterally in order to establish a diagnosis of 
bilateral tubal pregnancy. The incidence of bilateral ectopic gestation at the Cook 
County Hospital in Chicago, reported by Abrams and Kanter in 1948, was 1:1580 
ectopic pregnancies. In 1950, Stewart reviewed the world literature and reported 
the incidence to be 1:725 ectopic pregnancies. In 1952, Evans and Goyanes re- 
ported their case as the one hundred and forty-second authentic instance of bi- 
lateral tubal pregnancy. Since there are no characteristic signs or symptoms pe- 
culiar to this entity other than those referable to a unilateral ectopic gestation, the 
diagnosis is usually made at the time of operation. The case also demonstrates 
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the importance of examining both adnexa in a laparotomy for an ectopic preg- 
nancy. 5 references. 2 figures.—Author’s abstract. 


In addition to considering the possibility of bilateral implantation in all cases of 
tubal pregnancy, the possibility of simultaneously occurring intra- and extrauterine 
pregnancies should always be kept in mind.—E. G. Holmstrom. 


PATHOLOGIC LABOR INCLUDING OPERATIVE OBSTETRICS 


82. Hypofibrinogenemia and the Placenta. JAMES G. STOUFFER AND C. T. ASHWORTH, 
Fort Worth, Tex. Am. J. Obst. & Gynec. 75:407-417, Feb., 1958. 


Six cases of hypofibrinogenemia with pregnancy are presented. Four of these 
were the result of the dead fetus syndrome, | of which was actually a missed abor- 
tion and is thought to be the first such case described. Two cases were associated 
with abruptio placentae, | occurring at four and one-half months’ gestation. The 
diagnosis of hypofibrinogenemia should be considered in all cases of intrauterine 
retention of a dead fetus for more than five weeks, in the presence of a missed 
abortion, and in cases of abruptio placentae. The patient should be observed for 
bleeding from any site: vagina, mouth, nose, rectum, or subcutaneously. Plasma 
fibrinogen studies should be done using the Fibrindex test for screening purposes, 
or the turbidimetric method of fibrin assay may be used. A level below 150 mg. 
per cent is considered to be below normal. Once the plasma fibrinogen level falls 
below 150 mg. per cent, the uterus should be emptied promptly by whatever 
method follows the best obstetrical procedure for each individual patient. Fi- 
brinogen should be administered just before the anticipated time of delivery or at 
the first sign of any bleeding tendency before delivery. The authors are cf the 
opinion that hypofibrinogenemia results from a constant process of laying down of 
fibrin in the intervillous spaces of the placenta in the dead fetus syndrome, and 
from local deposition of fibrin at the site of placental separation in cases of abruptio 
placentae. Histologic studies of the placentas support this thesis. 21 references. 
3 figures.— Author's abstract. 


This may be the correct explanation for the occurrence of hypofibrinogenemia in some 
cases of intrauterine fetal death and abruplio placentae. It still leaves unanswered the 
question as lo why hypofibrinogenemia is not a more consistent finding in the presence 
cf these obstetrical abnormalities. —E. G. Holmstrom. 


MISCELLANEOUS 


83. Staphylococci in Hospital-Acquired Infections. Types Encountered in United 
Slates. JOHN E. BLAIR AND MIRIAM CARR, New York, N.Y. J.A.M.A. 166: 
1192-1196, March 8, 1958. 


From information supplied by a number of laboratories in the United States, and 
from phage typing of several hundred cultures submitted to this laboratory, it 
would appear that at the present time strains of Sfaphylococcus aureus that are 
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responsible for hospital-acquired infections in this country are predominantly 
members of the broad phage group IIL or of type 80/81. A large proportion of 
group IIT strains and nearly all strains of type 80 81 are resistant to penicillin, the 
tetracyclines, and streptomycin. Resistance to erythromycin may also be en- 
countered but varies considerably from one institution to another, whereas re- 
sistance to chloramphenicol is reported in most hospitals as generally less than LO 
per cent. The majority of strains of the types mentioned have been reported to be 
sensitive to bacitracin, carbomycin, neomycin, and novobiocin. Slaphyloceceus 
aureus of type 80 81 has become widely disseminated in this country during the 
past three or four years, and is at present responsible for many serious outbreaks 
of hospital-aequired infections. Although its etiological relation to neonatal in- 
fections and breast abscesses has received particular emphasis, this strain also is 
the cause of a variety of clinical forms of staphylococcal disease. notably furuncles, 
carbuncles, pneumonia, and infections of surgical wounds. [4 references. 2 tables. 
Juthor’s abstract. 


The seriousness of hospital-acquired slaphylococcal infections has been amply pub- 
licized in recent months. All hospitals should have an infection committee charged with 
the duly of carefully serutinizing all intrahospital infections, aseplie and isolation 
lechniques, and housekeeping procedures; an obstetrician should be an integral part of 
this committee. One of the functions of this committee should be to continually warn 
against the indiscriminate and “prophylactic” use of antibiotics. In the treatment of 
hospital-strain (phage type 80.81) staphylococcal infections, chloramphenicol has been, 
in our hands, the most effeciive antimicrobial agent. Close attention to the principles 
of asepsis has been the most effective prophylactic measure.—keith P. Russell. 


These infections seem to be commoner in infants delivered by cesarean section in the 
general operating room. The question as to how often the obstetrician brings this 


organism to the delivery room from the operaling room has not vel been answered. 
R. R. de Alvarez. 


gynecology abstracts 


THE MENSTRUAL CYCLE 


81. Induction of Ovulation in the Human: Therapeutic and Diagnostic Importance. 
HERBERT 8. KUPPERMAN, J. A. EPSTEIN, M. H. G. BLATT, AND A. STONE, New 
York, N.Y. Am. J. Obst. & Gynec. 75:301-309, Feb., 1958. 


In the anovulatory female with normal or medically corrected thyroid and 
adrenal function, ovulation may be induced by triggering the release of luteinizing 
hormone with a single large intravenous dose of conjugated estrogens. The mech- 
anism responsible for this presumably is due to the effect of the estrogen either 
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directly upon the pituitary or indirectly by way of the hypothalamus, inducing the 
release of the luteinizing hormone. In individuals in whom the luteinizing hormone 
does not bring about ovulation and in whom there is no evidence of abnormal 
thyroid or adrena! function, but who show an adequate proliferative phase, the 
failure of intravenous conjugated estrogens to induce ovulation implies that there 
is a mechanical block. The intravenous estrogens thereby serve not only as a 
therapeutic procedure but also as a diagnostic tool. The early diagnosis of surgical- 
ly correctable ovulation defects may thus be made on the basis of absence of an 
ovulatory response to this therapy. Such patients may not necessarily show the 
classical stigmata of the Stein-Leventhal syndrome. Their only manifestation of 
this disease may be menstrual abnormalities. However, with the persistence of 
the blockage to ovulation, the follicular cysts may enlarge so that eventually 
palpable, bilateral ovarian hypertrophy occurs, a finding characteristically seen in 
the advanced syndrome. Amenorrhea may ultimately intervene as a result of 
pressure necrosis of the ovarian parenchyma by the enlarging cysts. Endocrine 
function of the ovary (estrogen production) thereby may be diminished or de- 
stroyed. Early diagnosis is possible by rigid adherence to the criteria listed, and, 
in the infertile female, ovarian wedge resection despite the absence of enlarged 
ovaries may be the procedure of choice. Ovarian resection should also be considered 
in the young, unmarried girl in whom progressive enlargement of the ovaries due 
to increasing size of the subcapsular follicular cysts may destroy enough ovarian 
parenchyma to diminish the endocrine function of the ovaries significantly. Re- 
section of the ovaries in such girls may salvage future ovarian activity and fertility. 
13 references. 7 figures. 1 table.—Author’s absiract. 


The thesis that the amenorrhea associated with the Slein-Leventhal syndrome is due 
to “pressure necrosis of the ovarian parenchyma by the enlarging cysts” is difficult to 
accept. Ovarian lumors or endometriosis frequently may replace the majority of the 
ovarian parenchyma withoul interfering with menstrual cycles. The presence of hyper- 
plastic (luteinized) theca cells is a much more constant and striking feature of the Stein- 
Leventhal ovary than the cystic follicles. Could not the amenorrhea be due to the in- 
hibiting effect of some steroid being secreted by the hyperplastic theca cells? The 
ability of erogenous estrogen (or progesterone) to “trigger” ovulaiion may be helpful as 
a diagnostic test. Whether the failure to induce ovulation indicates a “mechanical 
block” in the ovary is debatable.—E. G. Holmstrom. 


THE VULVA AND VAGINA 


85. Local Hydrocortisone Therapy of Vaginal and Vulval Pruritus. RIT, 8. FINK- 
Ler, Newark, \. J. Am. J. Obst. & Gynec. 75:319-321, 1958. 


An investigation was made on the effect of locally applied hydrocortisone on 
genital pruritus in 49 consecutive women patients seen in office practice. The 
complaint of pruritus was associated with a heterogeneous group of disorders, such 
as allergy, anxiety, neurodermatitis, diabetes, trichomoniasis, fungal infection, 
vulvovaginitis, pityriasis rosea, endometriosis, thyroidectomy, and essential pruri- 
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tus. The patients were all adult women ranging in age from 17 to 74, with a median 
age of 47. In most cases there was a substantial history of previous and largely 
unsuccessful therapy directed toward relief of the pruritus. Vaginal tablets con- 
taining 10 mg. of hydrocortisone and free alcohol in a polyethylene glycol base 
were given to the patient with instructions to insert a tablet deep into the vagina 
once daily. In more severe cases, one tablet twice daily was prescribed for the 
first two to three days, after which the dosage was reduced if possible. In over 77 
per cent of the 40 patients, pruritus was practically eliminated, and in an additional 
7 per cent some degree of benefit was ultimately achieved. No undesirable effects 
of hydrocortisone in this series of cases were noted. In no case was there any 
evidence of systemic absorption with its attendant complications, nor was there 
at any time any sign of local irritation due to the hydrocortisone or its vehicle. 
Relief of pruritus usually occurred dramatically within the first 24 hours of treat- 
ment; it is noteworthy that, though the duration of therapy in half the patients 
was 10 days or less, in a number of patients there was no return of pruritus when 
hydrocortisone was discontinued. In other cases, the treatment was used for 
several weeks or whenever the condition recurred. 

The diversity of the underlying disorders presented emphasizes the fact that 
what has been achieved in this study was only symptomatic relief of pruritus; 
lasting results must depend on therapy directed toward the primary disorder. 
The inadequacy of hydrocortisone alone in this regard is indicated by the several 
instances in this series in which pruritus returned following its withdrawal. It may 
be concluded from this trial of vaginal tablets of hydrocortisone in 40 patients that 
this therapy is a safe and uniformly effective method of relieving genital pruritus 
in women; when it is combined with therapy effective against the underlying cause 
of the disorder it can achieve complete lasting relief. 11 references. 1 table.— 
Author's abstract. 


This is something to try while awaiting the resull of specific therapy bul no cure-all 
as is pointed out by the author.—-E. G. Holmstrom. 


THE UTERUS INCLUDING CANCER OF THE UTERUS 


86. The Use of Newer Progestins in the Treatment of Endometriosis. RoBeRT Ww. 
KISTNER, Brookline, Mass. Am. J. Obst. & Gynec. 75:264-278. Feb., 1958. 


Based on the assumption that normal pregnancy improves endometriosis both 
subjectively and objectively, a state of pseudopregnancy has been induced by the 
administration of lerge doses of estrogen and progesterone for periods of two to 
nine months. The author suggests that the changes brought about in endome- 
triosis by pregnancy are a combination of: (1) Anovulation and amenorrhea, (2) 
decidual transformation of functioning endometriotic tissue, and (3) decidual ne- 
crosis and absorption. Twelve patients were treated using various combinations 
of estrogens (diethylstilbestrol, estradiol valerate, ethinyl estradiol) with two of the 
newer progestins (hydroxyprogesterone caproate, Enovid) in gradually increasing 
dosages. Side effects included weight gain, edema, breast swelling, darkening of 
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nipples and areolae, and nausea. The nausea was temporary and usually disap- 
peared in about 7 to 10 days. Increased appetite and a sense of well-being followed 
subsequently. All patients were followed by monthly endometrial biopsies, and 
decidua was produced in the endometrium of all patients. In | patient who was 
subjected to surgery at the conclusion of pseudopregnancy and in another with 
vaginal endometriosis, decidua in varying stages of preservation and with focal 
necrosis was found in the endometriotic areas. Two patients had break-through 
bleeding necessitating curettage. It is believed that this was due to overdose of 
estrogen; it has not occurred in subsequent patients. Nine patients were subjec- 
tively and objectively improved during the period of therapy. Uterosacral nodu- 
larity softened, ovarian masses diminished in size, and fixed uterine retroversions 
seemed more mobile. No conclusions can be given regarding the long-term effect 
of this treatment at this time. Since the publication of the original paper, 3 of the 
original 12 patients have become pregnant, 2 within four months of the cessation 
of pseudopregnancy. 18 references. 11 figures. | table.— Author's abstrcet. 


This is a rational approach to the problem of endometriosis in the young patient. 
It is not necessary lo postulate decidual necrosis and absorption to explain the mech- 
anism of the pain relief. During normal pregnancy or artificially induced pseudo- 
pregnancy, cyclic bleeding into the endometrial stroma does not occur. In the absence 
of such bleeding, there is no dysmenorrhea... G. Holmstrom. 


THE ADNEXA (PHYSIOLOGY AND PATHOLOGY) 


87. Posterior Colpotomy. A Method for Diagnosis and Definitive Treatment. samis 
H. SMITH AND J. B. NoRTON, Denver, Colo. U.S. Armed Forces M. J. 9: 
157-160, Feb., 1958. 


Eighty-one posterior colpotomies were reviewed from Fitzsimons Army Hospital 
and Colorado General Hospital to show the ease with which certain pelvic opera- 
tions can be done through this incision, the comfort of the patient postoperatively, 
and the reduced hospitalization required for recovery. Most adnexal surgery is 
approachable through this incision, and, although multiparous patients offer the 
easiest operative approach, the nulliparous patient is by no means excluded. The 
colpotomy offers an excellent means of thoroughly examining the adnexa where 
the usual bimanual examination is insufficient to arrive at a correct diagnosis. 
Since surgery can be performed at the same time, it is felt that the colpotomy 
offers more advantage than culdoscopy. The average stay in the hospital was 
three days. including 3 patients requiring extensive surgery, as compared to seven 
days for similar operations performed through abdominal incision. The post- 
operative course is similar to that of dilatation and curettage of the uterus, and 
the patient is ambulatory at will following recovery from the anesthesia. Ab- 
dominal laparotomy was resorted to in 3 patients for whom the operation could 
not be completed through the cul-de-sac because of technical difficulties. Such a 
development should not embarrass or discourage the surgeon; it adds little to the 
operative time and does not materially jeopardize the patient. There was a 5 
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per cent morbidity of short duration in this series. Of these 4 patients, two de- 
veloped abscesses requiring reopening the colpotomy incision for drainage. One 
abscess followed a ruptured ectopic pregnancy, and ove was diagnosed as acute 
pelvic inflammatory disease. 8 references.—Author’s abstract. 


In each case the gynecologist should decide which approach is best from the stand- 
point of the patient's over-all welfare. He should nol choose a certain approach to 
salisfy himse!f thal the lesion can be handled by a pet method. If the adnexal pathol- 
ogy is so minimal that one cannot be sure of its presence by rectovaginal (not vaginal) 
eramination, it is unlikely that erploration either through the cul-de-sac or the ab- 
domen is indicated. 


OPERATIVE GYNECOLOGY 


88. Posterior Culdeplasty. Surgical Correction of Enterocele During Vaginal Hys- 
lerectomy. A Preliminary Report. Micron L. Me CALL, New Orleans, La. 
Obst. & Gynee. 10:595-602, Dee., 1957. 


Posterior culdeplasty, a surgical technique for the cure of posterior vaginal enter- 
ocele, is a simple procedure that obliterates the redundant cui-de-sac of Douglas 
by a series of continuous sutures so as to suspend it from the tissues in the regions 
of the uterosacral ligaments, which are then brought together in the midline. In 
order to accomplish this, approximately three sutures of nonabsorbable suture 
material are used within the lower peritoneal cavity, with the patient in steep 
Trendelenburg position and the lower portion of the peritoneal cavity exposed by 
retraction upward of its usual contents. Each suture is placed at a higher level 
than the one before, picking up the redundant sac at | to 2 cm. intervals so as to 
suspend it and to prevent incarceration of bowel or omentum. After all the nec- 
essary interna! sutures have been placed, several through-and-through sutures of 
chromic number | gut are added. These are inserted from the vaginal side, the 
first being placed to the right of midline of the vagina 2 to 3 cm. above its posterior 
cut edge. This penetrates directly through the cul-de-sac tissues, and the needle 
is picked up in the lower peritoneal cavity. The right uterosacral ligament and 
then the left are penetrated by needle and suture, without picking up any inter- 
vening tissue, before the needle is brought out through the vaginal wall at a point 
just to the left of the midline and at the same level as it entered. The highest of 
the through-and-through sutures is placed just at the top of the newly supported 
vagina. This point must be carefully delineated by palpation before the final 
suture is placed. It is this suture that brings the new vaginal vault to the highest 
possible level and ensures the greatest vaginal length. The author's report is 
based on experience with 76 such operations, which have given excellent results. 
Unrepaired vaginal enterocele or high posterior laxity are probably the most com- 
mon causes of late complications following vaginal hysterectomy. The technique 
described obliterates enterocele without dissecting out the hernial sac and ensures 
a long vagina without narrowing its upper portion. 13 references. 9% figures. 
1 table.— Author's abstract. 
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The alert gynecologist is as much concerned with the prevention of enlerocele, espe- 
cially in vaginal hysterectomy, as he is with its treatment. Thus, the author's recom- 
mendation is in this same vein; the enterocele sac is not dissected oul, but the cul-de- 
sac is obliterated —an effective means of prophylaris. One of my colleagues has for 
some time performed vaginal hysterectomy with the patient in the knee-chest position. 
One of the advantages of this position is that it efficiently frees the cul-de-sac of its 
contents, as the author allempts to do by the sleep Trendelenburg position.—heith P. 
Russell. 


STERILITY AND FERTILITY 


89. Eunuchoidism with Low Urinary Follicle-Stimulating Hormone in the Female: 
Comparison with this Syndrome in the Male and with the Premenarchal Meno- 
pause. MARC P. MOLDAWER, F. ALBRIGHT, P. H. BENEDICT, A. P. FORBES, AND 
P. H. HENNEMAN, Houston, Tex. J. Clin. Endocrinol. /8:1-14, 1958. 


Four cases are presented of a syndrome in the female characterized by eunuchoid- 
ism without other endocrine abnormality, and by an absence of pituitary follicle- 
stimulating hormone (FSH) in the urine by bioassay. The syndrome is con- 
sidered to be due to absence of pituitary FSH specifically, but it is possible that 
absence of pituitary luteinizing hormone is also a factor. The syndrome is con- 
trasted with the premenarchal menopause, from which it is indistinguishable 
clinically, but in which there is a high titer of urinary FSH. [t is also compared 
to eunuchoidism with low urinary FSH in the male, a syndrome with which it is 
etiologically identical. The results of treatment with human chorionic gonado- 
tropin (HCG) differ greatly, however, between males and females with this con- 
dition. In the male, administration of HCG may result in complete testicular 
development, but prolonged studies with HCG in the female have failed to demon- 
strate any effect. 25 references. 2 figures. 2 tables.— Author's abstract. 


Aside from the clinical implications of this report, the term “premenarchal meno- 
pause” is an intriguing endocrinological appellation. According to Dorland, this 
would be the cessation of menstruation before ils onset, a rather neat trick on the part 
of Mother Nature any way you look at it. As I see it, this appears to be a clinical 
entily that is a nonentity, or in the terms of the grammarian, “a state of existing that 
is non-erisient.”” Be that as it may, the difference in the urinary tilers of FSH in the 
conditions discussed are worthy of nole.—Weith R. Russell. 


FEMALE UROLOGY 


90. roflometrie Observations in Gynecologic Patients. WALTER P. PETER AND 
W. M. DRAKE, JR., Camden, \. J.) 166:721-724, Feb. 15, 1958. 


The uroflometer, a device for recording rate and volume of urine voided, is 
described. Charts from 70 normal nonpregnant and 155 normal pregnant women 
are analyzed. Results show that a woman can void at least 200 ml. of urine and 
attain a maximum rate of at least 20 ml. per second. Rates of below 20 mil. per 
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second, or capacity of less than 200 ml., indicate abnormality of the bladder 
urethral function. Records of 42 gynecologic patients are reviewed. Of these, 
12 who had conditions requiring abdominal hysterectomy showed no abnormality 
in the voiding function either preoperatively or postoperatively. Of the remain- 
ing 30, who had had repairs for relaxation or prolapse, disturbances of voiding 
were recorded. Seven case histories, with accompanying preoperative and post- 
operative uroflograms, illustrate the value of uroflometry in determining bladder 
urethral function preoperatively, and the degree of improvement (if any) achieved 
by surgery. The uroflometer functions without an attendant being present, with 
the patient in the usual sitting position, and requires no catheterization or instru- 
mentation.—Author’s abstract. 


MISCELLANEOUS 


91. Sinus Histioeylosis of Lymph Nodes in Cancer. MAURICE M. BLACK AND PF. 
p. sPEER, New York, \. Y. Surg., Gynec. & Obst. 106:163-175, Feb., 1958. 


A study was made of the occurrence of sinus histiocytosis of lymph nodes _re- 
moved from patients with and without cancer. Within the cancer group, the 
relationship between sinus histiocytosis and survival was studied in regard to its 
dependence upon regional node metastases and the differentiation of the primary 
tumor. In addition, the pertinent literature was reviewed. The data obtained 
seem to justify the following conclusions: (1) Sinus histiocytosis is an uncommon 
finding in the lymph nodes of cancer-free humans, rats, and mice. (2) It may 


more properly be considered as representing a reactive change of lymph nodes 
than as a variant of the normal nodal structure. (3) Sinus histiocytosis of the 
regional lymph nodes is greater in breast and gastric cancer patients who subse- 
quently survive for prolonged periods of time than in those who die of the disease 
within three years after surgery. (4) The survival rate of cancer patients with 
sinus histiocytosis is greater than the survival of similar (histo ogic grade and 
stage) patients without sinus histiocytosis. (5) The favorable prognostic sig- 
nificance of sinus histiocytosis is not dependent upon the presence or absence or 
the amount of regional node metastases, or the lethality of the primary tumor as 
expressed in terms of nuclear grade, or the complete surgical eradication of the 
disease. (6) The survival of breast cancer patients with similar degrees of sinus 
histiocytosis of the axillary nodes varies in relation to the degree of differentiation 
of the primary tumor and the presence or absence of regional node metastases. 
(7) Since sinus histiocytosis is a reactive change in a tissue of the host and is 
associated with an increased survival, it may properly be termed an expression of 
host resistance. 16 references. 6 figures. 12 tables.—Author’s abstract. 
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